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> RAPID INDUCTION 
> RELIABLE MAINTENANCE OF SLEEP 


Lotusate is a highly effective, well tolerated barbituric 
hypnotic and sedative. It acts within from fifteen to thirty 


minutes, producing sleep lasting from six to eight hours. 


HYPNOTIC DOSE, | Caplet (0.12 Gm.) from fifteen 
to thirty minutes before retiring. 


€140 A DEPENDABLE SEDATIVE in dosage of | Caplet (30 mg) 
or | Caplet (50 mg.) two or three times daily. 


SUPPLIED, 
Caplets® of 30 mg. (v4 grain)— yellow— 


50 mg. (% grain)— salmon — 
0.12 Gm. (2 grains)— purple — 
botties of 100. New You: Y. Ont. 


wedemerk reg. U. 5. Pot, Off, brond of telbutel (5-clly!.5-see. butytherbiturle wcid) 
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AMERICAN JOURNAL OF PSYCHIATRY 
INFORMATION FOR CONTRIBUTORS 


Manusecripte—The original manuscripts of papers read at the annual meetings of the Associa- 
tion should be deposited with the Secretary during the meetings, or sent to the New York 
office promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read, however, can be published in the Jouknat, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at 
other meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the 
Editor, Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of paper. They must 
be prepared in conformity with the general style of The American Journal of Psychiatry. 
Retain a carbon copy of manuscript and duplicates of tables, figures, etc., for use should 
the originals be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, 
others collaborating being shown in a footnote. 


Iilustrations—Authors will be asked to meet printer's costs of reproducing illustrative material. 
Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wher- 
ever possible, drawings and charts should be made with India ink for photographic reproduc- 
tion as zinc etchings. Photographs for halftone reproduction should be glossy prints. Illus- 
trations should be as small as possible without sacrificing important detail. Redrawing or 
preparing illustrations to make them suitable for photographic reproduction will be charged 
to author. 


Authors’ Corrections in Proofs—Correctivns, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $3.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed and on separate sheets. Tables are much more expensive to set 
than text material and should be used only where necessary to clarify important points. 
Authors will be asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style for journals and books respectively : 


1. Vander Veer, A. H., and Reese, H. H. Am. J. Psychiat., 95: 271, Sept. 1938. 
2. Hess, W. R. Diencephalon. New York: Grune & Stratton, 1954. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

The subscription rates are $12.00 to the volume: Canadian subscriptions, $12.50; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.25. 

Copyright 1955 by The American Psychiatric Association 


Office of Publication, 1601 Edison Highway, Baltimore 13, Md. 


Editorial communications, books for review, and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 

Business communications, remittances and subscriptions should be addressed to The American 
Psychiatric Association, 1601 Edison Highway, Baltimore 13, Md., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Entered as second class matter July 31, 1911, at the post office at Baltimore, Maryland, under 
the Act of March 3, 1879. Acceptance for mailing at special rate of postage provided for in 
Section 1103, Act of October 3, 1917. Authorized on July 3, 1918. 
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NOVEMBER CONTENTS 


Aims AND Limitations oF Psycuotruerapy. Paul HH. Hoch.. 
UNDERSTANDING PsycnornerApy. John C. Whitehorn 
Tue Dynamics or Ititusion. Hervey M. Cleckley and Corbett H. Thigpen.. 


Tue Use or Frenouet in THE TREATMENT Or DistUrsen PATIENTS PsycHoses oF 
Lone Duration. I. Rinaldi, L. H. Rudy, and H. FE. Himwich 


Low NorMar INTELLICENCE AND Scurzopurenta. C. H. Fellner and P. L. Weil 
ARCHETYPAL PATTERNS IN SCHIZOPHRENIA. Edward F. Edinger 


ADRENOCORTICAL FUNCTION IN SCHIZOPHRENIA, 
Hardin Branch, and Leo T. Samuels.... 


Meyer Discusses THE PATHoLoGy OF DEMENTIA PRAECOX 


Tue Psycuic Enercy or Freup anp JunG. Walter Bonime.... 


Four Years’ EXPERIENCE WITH Prerrontat Lonoromy. I’. A. Kral and A. R. Elvidge. 


DeatH rrom Lower Nepuron Nepurosis Compiicatinc Acute CAtatonic EXCITEMENT. 


NEUROSURGICAI 
Chambers 
CLINICAL NOTE: 
Chlorpromazine for Headache. Herbert C. Archibald....... 


CORRESPONDENCE 


COMMENT 
A Marginal Note on Interpretation 


News ANp Norges: 

Death of Dr. Bertram H. Roberts, 396. To Investigate Community Mental Health Activi- 
ties, 396. Dr. Pasamanick Heads Psychiatry at Ohio State University College of 
Medicine, 396. Multiple Sclerosis Society Medical and Scientific Director, 397. Ameri- 
can Public Health Association, 397. Friends Hospital, 397. A. P. A. House Committee, 
307. Moreno Institute Courses, 397. Israel S. Wechsler Lecture, 397. 


Book Reviews: 


Social Disorganization. 2d edition. Robert E. L. Faris. 
The Nihilism of John Dewey. Paul K. Crosser... 
The Tat and Cat in Clinical Use. Leopold Bellak 
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Genetics and the Inheritance of Integrated Neurological and Psychiatric Patterns. Edited on a 
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ANNOUNCING NEW CONVENIENCE 
IN NEUROPSYCHIATRIC THERAPY 


2.0-mg. and 4.0-mg. TABLETS 


Also now available—for hospital and psychiatric use 
—a high-potency Serpasil Elixir with a pleasing cola- 
like taste; each 4 ml. containing 1.0 mg. of Serpasil. 
Literature describing the use of Serpasil in neuro- 
psychiatric disorders will be sent on request. Write 
Medical Service Division. 


SERPASIL® (reserpine 


MEDICAL HORIZONS TY Monday PM. & 
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“Disillusion and despair 
almost robbed this life-worn widow 
of her sanity...” 


“Existence has many times dealt her surly blows: an ailing 
husband who had to be supported for years; a son who went to war 
without too many faults but came home a drunkard, too weak to 
support himself or defeat the miserable habit .. . 


“ ‘Dexamyl’ greatly helped this patient . . . she still possesses 
her humor, her vigor, her zest for existence because ‘Dexamyl’ gave 
her a lift and restored feelings of hope and optimism during her 
trying days.” (This case report is in the words of the patient’s 
physician. ) 


Dexa my| Tablets Elixir 


Spansulet capsules 
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Zach ‘Dexamyl’ Tablet or teaspoonful (5 cc.) 
of the Elixir contains: Dexedrine* Sulfate 
(dextro-amphetamine sulfate, S.K.F.), 5 mg., 
and amobarbital, 4 gr. 


Each ‘Dexamyl’ Spansule No. 1 slowly releases 
the equivalent of two tablets; each ‘Dexamyl’ 
Spansule No, 2 slowly releases the equivalent 
of three tablets. 


Smith, Kline & French 
Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
1T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
Patent Applied For. 
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ARE USED BY THE FOR 
RASTITIONERS AND 
ISTITUTIONS IN THIS 


THE LATEST 
INSTRUMENT FOR 
ALL ESTABLISHED 
TECHNIQUES 


THE ORIGINAL ELECTROSTIMULATORS 


MODEL RC-47C 


FREEDOM FROM SIDE EFFECTS 


Model RC-47C provides remarkable 
freedom from physical thrust, con- 
fusion, apnea, memory loss and 
other side effects. 


AUTOMATIC SAFEGUARDS 


Amazing reduction of thrust is automatically pro- 
vided even at full scale current. Patients are often 
breathing before completion of seizure. 


PREFERRED FOR 
AMBULATORY PRIVATE PRACTICE 


During treatment patients do not disturb quiet 
office atmosphere since confusion and excitements 
are avoided. These features are equally valuable in 
hospitals. 


VERSATILE — EASY TO OPERATE 


The simple controls allow all established tech- 
niques. Merely switch to treatment and adjust cur- 
rent with only one control knob. 


INCREASED EFFICIENCY OF CURRENTS 


Minimal stimulation is required to produce an 
effective seizure. The use of such biological cur- 
rents tends to eliminate the undesirable electrical 
energy component which is the cause of unwanted 
side effects. 


RUGGEDNESS AND ACCURACY 


These instruments do not require adjustment for 
very long periods of time. Yet they are so accurate 
as to allow for delicate work within the brain. 


ADVANCED TECHNIQUES 


Current, improved techniques are based on Model 
RC-47C and provide the means of treating resistant 
and difficult cases with therapeutic success. 


REUBEN REITER, Se.D. 
38 WEST 48th STREET, NEW YORK 36, N. Y. 
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© CONVULSIVE THERAPY 

© FOCAL TREATMENT — unilateral = 

and bilateral convulsions 

© MONO-POLAR TREATMENT — 
or convulsive 

© BARBITURATE COMA AND 
_ OTHER RESPIRATORY PROBLEMS a 
ELECTROSTIMULATO 

Mere than 140 referenced tr 


Relax 


the nervous, 


tense, 


emotionally unstable: 


Reserp 


Each tablet contains: 

Reserpine .......... 0.1 mg. 
or 0.25 mg. 
or 1.0 mg. 

Supplied: 

Scored tablets 

0.1 and 0.25 mg. in bottles of 100 

and 500 
1.0 mg. in bottles of 100 
The Upjohn Company, Kalamazoo, Michigan 
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NOTABLE RESULTS REPORTED WITH “MYSOLINE” 
IN 63 PER CENT OF PATIENTS 
REFRACTORY TO OTHER ANTICONVULSANTS. 


The Doyle and Livingston report* covers 100 patients, mostly children, 
the majority ranging in age from 2 to 14 years. In 64 the epilepsy was 
of idiopathic origin, and in 36 it was due to organic causes. Other 
anticonvulsants in maximum dosages had proved ineffective in 81 of 
these patients for at least one year previously. 


In 42 of the 81 patients who had been receiving other anticonvulsants, 
transition to “Mysoline” alone was completed in about 2 months; the 
other 39 were continued on combination therapy throughout the obser- 
vation period (from 3 months to 1 year). The daily dose of ‘““Mysoline” 
ranged from 0.375 Gm. to 1.5 Gm., depending on the age of the patient. 


Results of therapy: “Mysoline” therapy benefited 63 per cent of the 
100 patients ; seizures were entirely controlled in 30, markedly reduced 
in 20, and moderately reduced in 13. Grand mal attacks were com- 
pletely controlled in 30 of 51 patients with this type of seizure. The 
response in patients with petit mal, minor, or psychomotor seizures 
was less favorable. 


Side effects: Routine blood counts and urinalyses were made on every 
patient and showed no abnormality at any time. No serious side re- 
actions were observed. Drowsiness occurred in 19 per cent of the 
patients, sometimes with minor disturbances of equilibrium, but these 
side effects generally disappeared spontaneously within a few weeks. 


*Doyle, P. J., and Livingston, 8.: J. Pediat. 42 :418 (Oct.) 1963. 


Ayerst Laboratories +* New York,N. Y. + Montreal, Canada 


Averst Laboratories make “Mysoline” available in the United States by arrangement 
with Imperial Chemical (Pharmaceuticals) Limited. 6664 
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“MYSOLINE” HAS PROVED CLINICALLY VALUABLE 
IN PREVENTING THE “DETONATION” WHICH LEADS 
TO GRAND MAL AND PSYCHOMOTOR SEIZURES. 


““Mysoline” constitutes “a valuable addition to the medical treatment 
of epilepsy. It is most convincingly effective in grand mal, and present 
evidence suggests it may prove more beneficial than most drugs used 


for the psychomotor group .. .” 
Editorial: Brit. M.J. 1:1028 (May 1) 1964. 


““Mysoline” appears to be a “relatively nontoxic drug and it did not 
produce any known serious side effects in a group of 48 patients.” 
When drowsiness, dizziness, and slight ataxia were noted “these com- 
plaints ceased after reduction of the dosage. Consequently, after the 
proper dose was established, ‘Mysoline’ was well tolerated without 


side effects.” 
Pence, L. M.: Texas State J. Med. 50 :290 (May) 1964. 


COMPOSITE RESULTS OF 20 CLINICAL STUDIES 


EPILEPTIC PATIENTS HAD FAILED TO RESPOND SUCCESSFULLY 
TO OTHEk ANTICONVULSANTS 
“Mysoline” was added to current medication which, in some cases, 
was eventually replaced by ““Mysoline” alone. 


Conelod 


No. of Patients 50-90% Improved 


613 175 (28.5%) 253 (41.2%) | 186 (30.3%) 


130 10 (7.7%) 65 (50%) 55 (42.3%) 


EPILEPTIC PATIENTS HAD RECEIVED NO OTHER MEDICATION 
““Mysoline”’ alone was employed. 


Completely 


Less than 50% 


Ne. of Patients 


Controlled 


50-90% Improved 


Loss than 50% 


214 


172 (80%) 


15 (7%) 


27 (13%) 


19 (65%) 


10 (35%) 


Seizure discharge, the physiological basis of clinical epilepsy, is a process by which ‘a por- 
tion of the cerebral nerve network (is converted) from a submaximally active asynchronous 
mosaic with an internal self-regulating inhibitory system to a maximally active hyperdis- 
charging and hypersynchronized functional unit capable of detonating other regions of the 
brain with which it has connection’.” 


Kaufman, |. C., and Isenberg, 8.: M. Clin. North America 86 :1381 (BSept.) 1962. 


SEE NEXT PAGE FOR COMPLETE DOSAGE SCHEDULES 
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Suggested Dosage Schedules 

Adults and children over 8 years: In patients receiving no other anticonvulsants : 
“Mysoline” therapy is started with 0.25 Gm. daily, and dosage is gradually 

increased at weekly intervals, until] maximum therapeutic effect is achieved. 


Order of Dosage Increase for Adults and Children Over 8 Years 


rd week 
0.75 Gm. 
(3tablets) {| (4 tablets) 


Ist week 


0.25 Gm. 

(1 tablet) (2 tablets) 

daily, at daily, 1 on 

bedtime arising, 1 
at bedtime 


daily, 
in 4 divided 
doses 


daily, in 
3 divided 


! 
i 
i 
i 
i 
doses 


When dosage is increased beyond 1 Gm., the daily intake is administered in 
four divided doses, and increments of 0.25 Gm. are added at weekly intervals 
as indicated above. Children 8 years and older are usually able to tolerate the 
same dosage as adults. (‘““Mysoline” is not recommended for use in dosages 
over 2 Gm. daily.) 


In patients already receiving other anticonvulsants: “Mysoline,” 0.25 Gm., 
is given daily and dosage is gradually increased, while the dosage of the other 
drug (s) is gradually decreased. 


Children up to 8 years of age: 0.125 Gm. is administered on the same basis of 
therapy as suggested for adults. (In many cases control has been achieved 
with 0.375 Gm. to 0.75 Gm. daily.) 


Supplied: No. 3430 — 0.25 Gm. tablets (scored). Bottles of 100 and 1,000. 


A REPRINT OF THE DOYLE AND LIVINGSTON REPORT ABSTRACTED 
HEREIN MAY BE OBTAINED ON REQUEST. DESCRIPTIVE LITERATURE 
ON “MYSOLINE’ IS ALSO AVAILABLE. 
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Not enough hours in a day for him. 


So he worries around the clock. 


Soon his anxiety winds into a familiar pattern: 


headaches, tension, nervousness, insomnia. . . 


If he were your patient, 


you'd want to give him... 


a sound sleep tonight, a calm day tomorrow 


Nembu-Serpin 


Trade Mark 


Now you can give your anxiety patients the 
levels of sedation they need—around the clock — 
with just one tiny Nempu-Serpin Filmtab. 
These nighttime-daytime levels of sedation 
are possible because each tiny NEMBU-SERPIN 
Filmtab contains 30 mg. (14 gr.) NEMBUTAL 
Caleium and 0.25 mg. reserpine. 

There is definite synergistic action in the 
combination— producing smooth, gentle, 
prolonged sedation: 

short-acting NEMBUTAL quickly induces 
drowsiness at bedtime, followed by restful 
sleep. Yet dosage is small, so patients awake 
refreshed and alert. 

longer-acting reserpine calms patients all 
through the following days. They forget 
worries, have a sense of well-being, keep their 
drive and energy. 

Small dosage makes side effects rare . . . 
medication economical . . . dosage schedules 
simple. is also recommended 
for treatment of mild essential hypertension. 


In bottles of 100 
and 500 Filmtabs. Obbott 


® Vilmtab—VFilm-sealed tablets: pat. applied for. 
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THE RIKER BRAND OF RESERPINE 


Serpiloid 


is available in a wide range of 
dosage forms for ambulatory 
and institutionalized patients 


Serpiloid Serpiloid 
Tablets corat) intramuscular 


are available in the follow- is available in 2 cc. 
ing strengths: 0.25, 1, 2, ampuls, containing 2.5 
3 and 5 mg. each. mg. per cc. and 5 mg 
per cc., respectively. 


: Quotations for institutional 
ke quantities supplied on request. 


LABORA T ORIES, INC. Los ANGELES 54, CALIF 
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propanediol dicarbemate ) Philadeiphis, Pa. 


new anti-anxiety factor with muscle-relaxing properties 
relieves tension “Trademark 
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or Usual dosage: 1 tablet, 1.4. 
nimi 12 Tablets, 400 mg., bot- 
1. Selling, J.A.M.A. 167: 
1594 (April 30) 1955. 
2. Borrus, JAMA, 187: 
1956 (April 30) 1955. 
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Creating 
the 

right 
attitude... 


optimism and cooperation 


are encouraged by 


Methamphetamine Hydrochloride, COMPRESSED 


Subtle improvement in mood and outlook 
follows oral administration of small doses 
of ‘Methedrine’. This helps carry 
depressed patients through their troubles, 
toward normal adjustment. 


For those whose troubles stem from 
eating too much, ‘Methedrine’ makes all 
the difference between continual 
self-denial with consequent irritability, 
and easy acceptance of a reducing diet; 
it dispels excessive desire for food. 


Literature 
sill be ‘Methedrine’ brand Methamphetamine Hydrochloride, 
wi 5 mg., Compressed, scored 


sent on Bottles of 100 and 1,000 
request 


& Burroughs Wellcome & Co. (U.S. A.) Ine. Tuckahoe 7, New York 
XII 
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stops anxiety tension 


Dime Ane safely blocks abnormal im- 
pulses at the interneuron to relieve ten- 
sion and relax spasm. It has little effect 
on normal impulses, and none on the 


higher centers. DimeTHYLANE is the safe 


tension relaxant,tranquilizing the patient: 
—» without mental clouding 

~» without sedation or hypnosis 

» without effect on voluntary centers 


DIMETHYLANE stops anxiety tension safely, 
without even partial or temporary weak- 


Dimethylane 


the Tomaion 


at the interneuron 


ening of voluntary motor functions. It is 
more effective than mephenesin and has 
a wider margin of safety. In fact, there 
have been no reports of toxicity to 
DIMETHYLANE, 
1) Two capsules after meals and at 
bedtime. Dosage may be reduced for indi- 
vidualized maintenance therapy. 

|: In green capsules (0.25 Gm.), 
in bottles of 100 and 1,000, 


Samples and literature available on 


request. 
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As a tranquilizing agent in office practice, 
Raudixin produces a calming effect, usually 
free of lethargy and hangover and without the 
loss of alertness often associated with barbi- 
turate sedation. It does not significantly lower 
the blood pressure of normotensive patients. 


In hypertension, Raudixin produces a 
gradual, sustained lowering of blood pres- 
sure. In addition, its mild bradycardic effect 
helps reduce the work load of the heart. 


Less likely to produce depression 

Less likely to produce Parkinson-like symptoms 

Causes no liver dysfunction 

No serial blood counts necessary during maintenance therapy 


Raudixin is not habit-forming; the hazard 
of overdosage is virtually absent. Tolerance 
and cumulation have not been reported. 


Raudixin supplies the total activity of the 
whole rauwolfia root, accurately standard- 
ized by a rigorous series of test methods. 
The total activity of Raudixin is not ac- 
counted for by its reserpine content alone. 


Supply: 50 mg. and 100 mg. tablets, bottles 
of 100 and 1000. 
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CEREBRAL tonic 


L-Glutavite is specifically formulated to assist in the treatment of geriatric 
patients whose symptoms of weakness, apathy and fatigue are character- 
istic of waning cerebral metabolism. Himwich' reports excellent results 
with sodium glutamate in such cases, while Lehmann states that “a trial 
with nicotinic acid is always indicated . . .”? By combining these key 
factors with other vital nutritional elements, L-Glutavite effectively in- 
creases cerebral blood flow while it enhances the ability of cerebral tissue 
to utilize the increased nutrients provided. This unique therapeutic 
formula helps the tired, the apathetic, the depressed individual to face 
life more actively, and with greater interest. 

Supplied in cartons of 30 individual dosage packets; initial dose, 3-5 packets per day 
for 5 to 6 weeks. Pleasant-tasting appetite-stimulating powder, to be mixed in fruit 


juices or sprinkled on food. Contains monosodium L-glutamate, niacin, thiamine, ribo- 
flavin, ascorbic acid, ferrous sulfate and dicalcium phosphate, in high potencies. 


VA GRAY PHARMACEUTICAL CO., INC., Newton 58, Massachusetts 
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Reserpine therapy with relief of nasal congestion 
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‘Sandril’ ‘Pyronil’ 


(RESERPINE, LILLY) (PYRROBUTAMINE, LILLY) 


Approximately half of all patients taking any Rau- 
wolfia preparation experience the annoying side-effect 
of nasal stuffiness. Clinical studies have shown that 
‘Pyronil’ usually relieves this condition. 

For your convenience, ‘Sandril’ and ‘Pyronil’ have 
been combined in one small tablet. Its ‘Pyronil’ con- 
tent will relieve nasal congestion in about 75 percent 
of your patients who experience this troublesome side- 


effect. 


Each tablet combines: 
J ‘Sandril’.... 0.25 mg. 
/ : Same as with ‘Sandril’ alone. 


: Tablets ‘Sandril,’ 0.1, 0.25, and 1 mg. 
Elixir, 0.25 mg. per 5-cc. teaspoonful. 


Quauty 
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LILLY AND COMPANY e INDIANAPOLIS 6, INDIANA, U.S.A. 
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AIMS AND LIMITATIONS OF PSYCHOTHERAPY * 
PAUL H. HOCH, M.D.,? New Yor Crry 


In the following we would like to discuss 
some points concerning psychotherapy which 
we believe will need elucidation. They are 
mostly questions of future research in this 
most important of psychiatric therapies. 
They concern basic issues which have to be 
tackled if we want to lay sound foundations 
for future developments. What we shall dis- 
cuss pertains to psychotherapy and not to 
psychoanalytic treatment even though much 
of our discussion is relevant to it also. Psy- 
chotherapy has many more variants than 
psychoanalysis and what constitutes psycho- 
therapy and what does not is even less clear 
than what constitutes psychoanalysis. 

It would be very important in the future 
to decide more precisely what a certain form 
of psychotherapy means because at present 
hardly any comparison is possible between 
the different methods. This is because most 
psychotherapies do not have a well-organized 
theoretical framework of reference as is at- 
tempted by the different psychoanalytic 
schools. This is an asset and a liability at 
the same time. Furthermore, the technical 
execution of the therapy encompasses such 
a great variety of procedures that it is diffi- 
cult to see common denominators in the dif- 
ferent techniques. In addition many of the 
psychotherapeutic methods are not codified, 
but simply designated by some general defi- 
nition which does not convey sufficiently 
what is attempted and how. Take for in- 
stance the variety of psychotherapeutic at- 
tempts like counselling, persuasion, environ- 
mental manipulation, hypnosis, distributive 
analysis, re-educative psychotherapy, recon- 
structive analytically-oriented psychotherapy, 
and many others. I am sure it can be pointed 
out that they all have in common the follow- 
ing basic principles: (1) establishing rap- 
port with the patient, and (2) trying to 
influence the patient. Influencing the patient 
is usually done by: (a) reassurance, 


1 Read in the Section on Psychotherapy, at the 
111th annual meeting of The American Psychiatric 
Association, Atlantic City, N. J., May 9-13, 1955. 

2 New York State Psychiatric Institute, College 
of Physicians and Surgeons, Columbia University. 


(b) catharsis, (c) suggestion, (d) interpre- 
tation of emotional happenings and giving of 
insight, (e) interpreting and manipulating 
interpersonal relationships between patient 
and therapist and other individuals, (f) al- 
tering, if possible, environmental forces 
which affect the patient’s functioning. 
Every psychotherapeutic approach tries in 
theory to select one or another of the above- 
mentioned procedures as the one of choice, 
but in practice all are used. In observing the 
different techniques in action one is much 
impressed by the divergencies of the practi- 
cal applications. One would assume that this 
would lead to as varied results as the thera- 
pies used. Of course, we do not know much 
statistically about results of the different 
psychotherapies, but if we have the oppor- 
tunity to watch many patients treated by 
many different therapists using different tech- 
niques, we are struck by the divergencies in 
theory and in practical application and 
similarity in therapeutic results. We feel that 
the time has come to investigate not the dif- 
ferences but the similarities, and to formulate 
common denominators among the bewilder- 
ing array of different methods and proce- 
dures. There are only two logical conclu- 
sions that can be made on the observations 
we have today: first, that the different 
methods regardless of their theoretical back- 
ground are equally effective, and that theo- 
retical formulations are not as important as 
some unclear common factors present in all 
such therapies. This common denominator 
may be the ability, experience, and emotional 
capability of the therapist and not the sys- 
tem with which he works, but it is also pos- 
sible there are hidden factors as common 
vectors in all psychotherapies which still 
elude our understanding. The other possi- 
bility is that different patients respond differ- 
ently to different approaches and every 
method hits the jack-pot in some instances 
and not in others. If this is the case it would 
be paramount to find out why one person 
responds to one approach and not to the 
other. To some extent awareness of this 
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problem is present because special techniques 
were worked out for schizophrenics, for psy- 
chopaths, for alcoholics, and a number of 
other conditions. It is possible that in addi- 
tion different procedures will be worked out 
for different personality organizations. It 
would be rather surprising to find that every 
person regardless of his personality organi- 
zation would respond uniformly to one form 
of psychotherapy. In this respect it should 
be mentioned that there is some relationship 
between the efficacy of psychotherapy and 
the patient’s expectation of it. Many patients 
form an “ideal picture” about the therapist 
and also about the procedure to which they 
would like to respond. There are for instance 
patients who prefer psychotherapeutic meth- 
ods which use some somatic adjuncts while 
others are very much against it. There are 
some patients who would like to submit to a 
psychotherapeutic procedure whose theoreti- 
cal foundations are in agreement with their 
own ideas about psychic functioning, while 
others do not make such demands. We feel 
that it would be fruitful to explain patients’ 
own ideas about psychotherapy and what 
they expect from it. The situation changed 
markedly in the last decade and many intelli- 
gent patients receive a lot of information and 
misinformation through popular and even 
professional channels about how psycho- 
therapy should be conducted and what is 
expected from it. 

As to the problem of what kind of patient 
will respond to what kind of psychotherapy, 
we shall also have to investigate more closely 
the aims and goals of all psychotherapies. 
We shall have to define much more closely 
how far reconstruction of a personality can 
be accomplished by such a method and if pos- 
sible to whom such methods should be con- 
fined. I would like to distinguish between 
psychotherapy, if you permit the analogy, 
which would be like surgery trying to elimi- 
nate the disorder and other psychotherapy 
which would be more orthopedic in which 
the therapist is only able to modify, to sup- 
port, and to change certain functions and 
adaptations without, however, being able to 
eliminate the basic difficulties. Today many 
cases of ambitious “surgical” psychotherapies 
are attempted, whereas the most that could 
be expected would be a functioning with a 
psychotherapeutic brace. 


There is great need for a scientific evalua- 
tion of the effectiveness of psychotherapies. 
The few studies which we have are most 
inadequate measures in relation to the mag- 
nitude of the problem. The evaluation of 
psychotherapy is seemingly not attempted 
because it is assumed that so many factors 
play a role in a change of an individual's 
emotional life that we cannot adequately 
evaluate all of them. It is true that any evalu- 
ation becomes more difficult the more factors 
there are to be considered in relation to 
cause and effect. Nevertheless, evaluation of 
psychotherapy is possible if this process were 
broken down into component parts and each 
of them studied from a methodological point 
of view. To mention only a few, we lack a 
comprehensive methodology for evaluating 
improvement in a patient. Improvements 
are judged by different psychiatrists in dif- 
ferent ways because there is no agreement 
as to the criteria. One judges a patient’s im- 
provement on social adjustment, another on 
sexual adjustment, and a third on insight. 
One uses descriptive terms, another psycho- 
dynamic formulations which again vary with 
the different psychodynamic schools. Some 
are satisfied with eliminating some of the 
conspicuous symptoms of the disorder. Still 
others would request a complete reconstruc- 
tion of the personality before they would as- 
sume the treatment was successful. Another 
issue in evaluating the efficacy of psycho- 
therapies which is not worked out sufficiently 
is the time factor. In younger patients ma- 
turation, in older patients alterations of the 
socio-economic environment or of emotional 
relationships to figures in the environment 
could have a fundamental effect on the pa- 
tient’s emotional adjustment. Sometimes such 
changes have a profound influence on the pa- 
tient’s improvement. In the evaluation of psy- 
chotherapy this is probably the most impor- 
tant difficulty. 1f somebody receives a form of 
treatment which goes on for several years, 
the relationship of the treatment to the clini- 
cal symptomatology in the light of many 
other influences becomes blurred. Other fac- 
tors which are not sufficiently investigated 
in relation to a given therapy, and especially 
psychotherapy, are the oscillatory changes 
which can be observed in many patients as 
to the intensity of their symptoms. Such 
oscillatory changes are often interpreted as 
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improvements and tied in with the psycho- 
therapeutic effort. Many claims of success- 
ful therapy are based on oscillatory changes 
which are no real measures of improvement. 
When an improvement can be adjudged real 
and when we are dealing with only a spuri- 
ous improvement is unclear, and very little 
attempt has been made to differentiate be- 
tween the two. Formerly attempts were 
made to assume that the developing of in- 
sight would mean a genuine improvement, 
whereas improvements without insight were 
called spurious or based purely on transfer- 
ence relationship. However, it is obvious 
that this formulation is far too simple and 
does not really cover all the known facts. 
Genuine improvements and even recoveries 
were observed in patients without any psy- 
chodynamic insight into their condition. 
On the other hand, the number of patients 
is considerable who have a full insight into 
their psychodynamic mechanisms without 
being able to change. We see this especially 
in patients defined as pseudoneurotic schizo- 
phrenics. The differentiation between intel- 
lectual insight and emotional insight ex- 
presses an awareness of this problem, but we 
believe that emotional insight will have to be 
much better understood before we can use 
it with any conviction for the above men- 
tioned phenomenon. 

We are all more or less in agreement about 
the aims of psychotherapy. We are less in 
agreement as to what psychotherapy is able 
to accomplish, but the greatest controversy 
at present concerns its limitations. In the 
last few decades psychoanalysis and psycho- 
therapy have expanded to such an extent that 
the impression has been conveyed by some 
that practically every sickness can be cured 
by these methods. It is correct to assume 
that every sickness can be influenced by psy- 
chotherapy. If skillfully handled, almost any 
person, even one with an organic sickness 
will derive some benefit from it. Psycho- 
therapy enables a person to cope with the 
impairments produced by such a disease and 
to arrive at a better adaptation. For instance, 
it has been demonstrated that persons suf- 
fering from an organic mental disease such 
as arteriosclerosis and even senile psychosis 
can benefit from psychotherapy. However, 
all these disorders have a basic feature which 
is not amenable to psychotherapy. 


The efficacy of psychotherapy is much 
more controversial in the so-called functional 
psychoses. Originally a rigid position was 
taken that these conditions were not amen- 
able to psychotherapy. With painstaking and 
imaginative work it has been shown however 
that psychotherapy is effective at least in 
some persons suffering from functional psy- 
choses, but the question has not been settled. 
The indication for psychotherapy and the 
prognostic and follow-up evaluation of its 
efficiency in the functional psychoses are in 
a state of great confusion. We hear state- 
ments that every case of schizophrenia can 
be cured with some form of analysis or psy- 
chotherapy, then other statements that the 
condition can be only ameliorated. Still 
others maintain that the efficacy of psycho- 
therapy in schizophrenia is only a catathymic 
dream. We all know of some cases where 
psychotherapy has been effective in schizo- 
phrenia, but we also know of many where it 
was not. Not only the effectivenes of psycho- 
therapy has to be determined in the functional 
psychoses, but also to what extent funda- 
mental reconstruction of the underlying pri- 
mary process is possible. Such a reconstruc- 
tion can be achieved in the superficial neu- 
roses. However, in the deep-seated neuroses 
and psychoses this has not been demonstrated 
too convincingly as the high relapse rate indi- 
cates. What kind of patient will benefit from 
psychotherapy is ill-defined. At present and 
in most instances we proceed purely on a 
hit or miss basis. Most patients with a neu- 
rosis or functional psychosis are advised to 
receive psychotherapy or analysis. If they 
do not respond, some other form of therapy 
is advised. Admittedly, this procedure is an 
empirical one. The question arises today 
whether or not it is possible to select patients 
who will respond to psychotherapy. At 
present we have very few criteria to deter- 
mine a patient’s prognosis in response to 
psychotherapy. In the past this problem ap- 
peared to be deceptively simple. Neurotics 
were treated and cured by psychoanalysis or 
psychotherapy. Psychotic patients were not 
supposed to be amenable to such treatment. 
It was assumed that the narcissistic neurosis 
(psychosis) could not be approached psycho- 
therapeutically because the libido was fixed 
on a narcissistic level and transference could 
not be established with such a patient. It 
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was demonstrated convincingly that these 
early ideas were wrong and that transference 
can be established with many schizophrenics 
even though it must be stated this transfer- 
ence relationship is much more tenuous and 
brittle than with the neurotic. The diagnosis 
of psychosis today does not exclude a patient 
from psychotherapy. However, the problem 
still remains which one will respond to psy- 
chotherapy and which one will not, and how 
many, especially of the chronic patients, will 
respond and how lasting will the results be. 
In the neuroses, on the other hand, it became 
apparent that many of the deeply structural- 
ized phobic and obsessive compulsive pa- 
tients respond to psychotherapy but only 
with great reluctance and many of these in- 
dividuals have to be considered psycho- 
therapeutic failures today. A similar situa- 
tion exists in relation to many sexual 
deviants. 

Therefore, the diagnosis alone is no great 
help. It is probably only an indication that 
a modified technique should be used in psy- 
chotherapy, but in itself does not give us 
any indication as to how far the patient will 
respond. Today a seeming “paradox” exists 
that some schizophrenics respond quite well 
to psychotherapy, but a number of obsessive- 
compulsive neurotics do not. Several factors 
were considered to be of importance in de- 
ciding psychotherapeutic response. One of 
the most important is the ability to establish 
a transference relationship, The main diffi- 
culty is that the ability to establish transfer- 
ence depends largely on the subjective judg- 
ment of the therapist. Universal criteria 
have have not been worked out convincingly. 
Today the inability to respond to psycho- 
therapy is blamed by many on the ego and 
superego structure of many patients. This 
concept has replaced the previous one to 
some extent, namely the inability to estab- 
lish a transference. The question is how to 
define what a weak ego or superego structure 
is. Is this a permanent state or a temporary 
one, a rigid or a flexible one; is it amenable 
to treatment or not? It can be demonstrated 
in many young schizophrenic patients that 
with maturation the weak ego becomes 
stronger, but in many others such a state 
will persist. Here we shall need new oper- 
ational and realistic concepts to decide where 


this weakness lies and how it relates to the 
clinical symptomatology and therapeutic re- 
sponsiveness of the patient. The presence of 
ego integration and disintegration is known 
to us only in general terms and its modus 
operandi is still obscure. We have many 
descriptions of this process in different terms 
like integration, reality testing, etc., but how 
these functions are accomplished is largely 
obscure. 

In addition to the above-mentioned fac- 
tors which limit psychotherapy we have to 
mention two others which we feel are of 
importance. Psychotherapy is an attempt to 
influence mental processes by mental means. 
It is obvious that such influences do not 
emanate alone from the therapist toward the 
patient, but that many other psychic influ- 
ences impinge upon the patient’s psyche, 
some reenforcing, some opposing the psycho- 
therapeutic process. The environmental in- 
fluences are sometimes much stronger than 
the psychotherapeutic ones and obstruct their 
utilization. Psychotherapy, regardless of 
how skillfully applied is often unable to 
overcome the opposing influences coming 
from the environment. The battle of these 
contending forces has not been studied suffi- 
ciently and there is very little published about 
the strategy taken to counteract it in indi- 
vidual cases. 

In addition we believe that important limi- 
tations to psychotherapy are the intensity of 
symptom formation and the long duration of 
the disability resulting in loss of flexibility 
in adaptative mechanisms. There are, of 
course, neurotic and psychotic patients who 
have a mild symptomatology which does not 
respond to treatment, but in the majority of 
neurotic and psychotic patients, some rela- 
tionship seemingly exists between the in- 
tensity of the symptoms and the ability to 
react to psychotherapy. Most of our theories 
on the origin of anxiety and most of our 
therapeutic attempts today are concerned 
with the qualitative approach. We try to 
find out by analyzing the psychodynamic fac- 
tors what kind of conflicts in which constel- 
lations produce the emotional disorder. We 
overlook the fact that many a conflict can 
be present in a person without producing an 
emotional disorder until he becomes incapaci- 
tated to handle it. The inability to handle 
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a conflict depends on many factors, but one 
of them is the impairment of the ego. The 
ego becomes overwhelmed by anxiety and is 
unable to take remedial action. If it is pos- 
sible to reduce the anxiety quantitatively, the 
patient is able to function despite his con- 
flicts, but he is unable to do it if the stimula- 
tion becomes so intense and so permanent 
that it impairs his emotional and physiologi- 
cal functioning. It is still a mystery as to 
how the organism loses its homeostasis under 
the impact of anxiety and how it regains it. 

The organism receives stimulation from 
without and within. If counterstimulation is 
introduced we are usually able to reduce the 
strength of the original stimulus. For ex- 
ample, pain sensation can be reduced by 
introducing another stimulus. In psycho- 
therapy we try to effect a reduction of emo- 
tional stimulation. The question then arises 
are we able to influence the intensity of any 
stimulation with psychotherapy. The clinical 
observation is that if tension or anxiety 
reaches a certain level it is very difficult to 
reduce or eliminate it immediately by psycho- 
therapeutic measures. We then usually use 
some drug to effect a reduction in stimula- 
tion. The very important question arises 
why does psychotherapy affect the intensity 
of stimulation only up to a point and not all 
the way through? We can ask this question, 
but can hardly formulate any reply. It is 
possible that the nervous system functions on 
different levels and the various therapeutic 
procedures used affect these levels differently. 
Psychotherapy itself is, of course, a proce- 
dure which is as organic as the introduction 
of a drug, but it is not applied directly to the 
nervous system. It has to pass through all 
the filtering and defense mechanisms which 
shield the organism against external stimu- 
lation whereas drugs are introduced directly 
into the organism. We are fully aware that 
this is not the whole explanation of the riddle 
and a great deal of investigation must be 
done to determine why nervous system func- 
tion can be influenced by psychotherapy on 
one hand and by drugs and other procedures 
on the other. We feel that in the same way 
as organic interference in the nervous system 
has limitations as to its therapeutic effect on 
the total person, a drug doesn’t change mo- 
tivational attitude to the same extent as psy- 


chotherapy which deals in addition to stimu- 
lation with aims and goals and interpersonal 
adaptation. On the other hand, psycho- 
therapy quite often does not influence the 
intensity of tension states present in tense 
conflictual situations. 

It is indicated that here we are dealing 
with a very important practical, and not only 
theoretical issue, by the observations which 
were made in experimentally produced ab- 
normal mental states. If we inject certain 
psychosis-producing compounds in a normal 
individual and the drug injected does not 
produce intense mental symptomatology the 
person is able to cope with the symptoms the 
drug produces and reassurance given to such 
a person increases his ability to do so. On 
the other hand, if the amount of stimulation 
is so great that the mental symptomatology 
becomes very marked, it is not possible to 
influence the patient’s mental state effectively 
by psychic means. The only way to eliminate 
the state is to inject an antidotal drug. 

The use of some of the newer drugs like 
chlorpromazine or resperine is also based on 
similar observations. In some patients who 
received skillful psychotherapy it was not 
possible to reduce the anxiety and tension 
state, whereas the drug very quickly reduced 
or eliminated the anxiety of the patient. In 
other patients we observe the opposite, 
namely, that psychotherapy was effective 
while drugs were not. Here we are dealing 
with an important new development in 
psychiatric practice ; the delineation of chem- 
ical therapy and of psychotherapy as to dif- 
ferent patients or symptom constellations will 
be an important future task. Most likely 
there will be evolved an integrated ther- 
apy between the two approaches which 
will take into consideration the organismic 
as well as the motivational responses of the 
organism. How these two approaches will 
relate to each other can only be surmised 
today, but it is possible that psychotherapy 
will be more effective, more goal-directed, 
and more economical if ego supportive meas- 
ures could be relegated to some extent to 
chemotherapy which by reducing the emo- 
tional intensity of symptoms will permit a 
less anxiety-ridden psychotherapeutic eluci- 
dation of conflicts. This will also allow for 
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an integration of psychotherapy into general 
medical practice. 

More and more general medicine recog- 
nizes that the treatment of the individual 
consists of more than simply influencing 
somatic processes and that the emotional and 
social factors are as important in influencing 
pathology as germs, toxins, and other soma- 
tic agents. A certain aversion and reluctance 
to methods of psychotherapy remains in 
medicine. In our opinion this can be over- 
come only if psychotherapy would decide if 
it wants to be an art, in which case it should 
give up a scientific pretense ; or it should be- 
come like medicine, partly an art, but at least 
partly a scientifically founded discipline. If 
this is accomplished its final integration into 
medical practice will be achieved. 


DISCUSSION 


Franz Atexanver, M.D. (Chicago, Ill.).—After 
this admirable analysis of the limitations of psycho- 
therapy, it appears appropriate to discuss its po- 
tentialities. Psychotherapy as a systematic pro- 
cedure based on the knowledge of the affection it 
tries to remedy is one of the newest developments 
in medicine ; as a procedure based on common sense 
and intuitive understanding of human nature it is as 
old as medicine itself. One significant fact is com- 
monly overlooked, namely that the psychothera- 
peutic home remedics which are used by everyone 
in everyday life, such as reassuring an emotionally 
disturbed friend or relative, are less empirical and 
more etiological than the prescientific home remedies 
in the rest of medicine, In other words, the com- 
mon-sense knowledge of human nature is better 
than the common-sense knowledge of the body. 
This is because in psychological observations, ob- 
server and observed are similar beings. One under- 
stands another person’s mental state on the basis of 
self-knowledge which one extrapolates to another. 
This is the essence of empathy. This common sense 
understanding of others is a natural faculty which 
everyone possesses to some degree, otherwise one 
could not survive in society. The measure of scien- 
tific advancement is the degree by which scientific 
knowledge outstrips common-sense knowledge. 
Modern physics has surpassed common-sense knowl- 
edge of nature to an extreme degree. None of the 
theoretical and technological achievements of physics 
can be understood on the basis of common sense 
knowledge. They require a specific knowledge. 
Psychology started at a higher common sense base- 
line than physics but it does not surpass common- 
sense knowledge to the same degree as yet. This 
explains the fact which Hoch mentions, that all 
psychotherapies are about equally effective. Largely 
they still are based on the same common-sense 
understanding of human nature. 

Is this statement, however, quite accurate? We 


claim that psychotherapy today is, or is in the 
process of becoming, a scientific procedure. This 
contention is based on the fact that we do possess a 
theory of personality based on better than com- 
mon-sense observation or common-sense reasoning. 
Everyday understanding of another person stops 
when the principle that observed and observer are 
similar is not fulfilled. Psychopathological phe- 
nomena, for example, cannot be understood on the 
basis of common-sense psychology. A fear of wide- 
open spaces makes no sense without knowing the 
underlying psychodynamics. That a person, after 
success, may develop a depression and commit sui- 
cide is equally unexplainable on the basis of common- 
sense psychology. The theory of repressions and 
techniques by which the unconscious links in the 
causal chain of events can be reconstructed gave us 
the clues for the understanding of such phenomena. 
This is no longer common-sense psychology. There 
is good hope that by progressively improving the 
dynamic principles of behavior and of the “know- 
how” to apply this knowledge to therapy all forms 
of psychotherapy will be more effective. 

The most confusing and even discouraging fact 
in our field is the unpredictability of results to 
which Hoch refers. Patients who according to the 
textbook should recover stubbornly refuse to im- 
prove and others with initial bad prognosis unex- 
pectedly do recover. One of the most baffling facts 
is the rapid “transference cures” which often per- 
sist even if no further treatment is administered. 
In the last 10 years I observed a large number of 
persisting transference cures when I began to ex- 
periment with different therapeutic applications of 
psychoanalytic principles. Not only do transference 
cures sometimes persist but marked personality 
changes take place in the following years. It appears 
as if the transference experience changed some- 
thing in the parallelogram of conflicting forces 
which allows further ego maturation through allow- 
ing further continuation of the learning process 
which has been interrupted by infantile conflicts 
and repressions. 

This brings me to a consideration which appears 
to be of importance for the further development of 
all forms of psychotherapy including psychoanalysis. 
This pertains to the regenerative faculties of the 
living organism as a basic property of life. In our 
young field we have not yet emancipated ourselves 
from the magical traditions of medicine, Modern 
medicine recognizes that healing is possible only be- 
cause of the regenerative powers of the organism. 
It recognizes that a physician’s function is to create 
conditions in which the regenerative powers can 
best act by removing obstacles. Active immuniza- 
tion is one of the best examples. Our intervention 
stimulates the defensive powers of the organism. 
Primarily nature and not the physician heals; the 
physician only helps the healing process. Even in 
the most active therapy, as in surgery, the surfaces 
of the wound grow together due to the regenerative 
powers of the organism. The surgeon can only 
favor this healing process but cannot initiate it. The 
same is true for psychotherapy and psychoanalysis. 
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We are still inclined to believe that a patient must 
be cured on the couch. The couch, however, is only 
the beginning of a natural healing process which 
the therapeutic situation favors. The ego’s integra- 
tive function is the basis of the regenerative process 
in the field of personality disturbances. Without 
therapeutic aid the ego is not always able to ac- 
complish this task. The therapist’s function consists 
in helping this natural regenerative faculty. In psy- 
choanalysis we reexpose the adult ego to the same 
but less intensive conflicts in the transference situa- 
tion which the infantile ego could not cope with. It 
defended against them by repression thus inter- 
rupting the natural learning process. This reexpo- 
sition has to be accomplished in all chronic cases 
where the learning process—or as it is commonly 
expressed—the ego—development has been inter- 
rupted in early life. The therapeutic problem is to 
determine when this task has been accomplished. 
The crucial question is how far is our therapeutic 
intervention needed. The continuation of therapy 
beyond this point may lead not to further consolida- 
tion of the results but to encouraging further regres- 
sion and strengthening the patient’s dependence 
upon the therapist which at this phase has no thera- 
peutic value and may even retard further improve- 
ment. Sometimes the unresolved conflict which 
interfered with further development is highly cir- 
cumscribed. In these cases the reawakening of this 
central conflict in the transference may suffice to 
stimulate the regenerative powers of the ego and 
result in unexpected and lasting therapeutic results 
without extensive reccnstruction of the past. 

My point is that the ego’s biological function is an 
integrative one; once an obstacle is removed, the rest 
of the therapeutic task can be entrusted to the ego. 
War experiences have shown that in many traumatic 
neuroses simple sedation may suffice. This allays 
anxiety that temporarily interfered with the ego's 
integrative faculty. One is inclined to assume that 


in procedures like narcosynthesis the major thera- 
peutic effect is the relief of anxiety by sedation 
which temporarily hampered the ego's integrative 
capacity. 

I expect that one of the major advancements in 
psychotherapy including psychoanalysis will result 
from developing criteria indicating at which point 
active therapeutic interference is no longer needed 
and the patient’s ego can be entrusted to take over. 
From such criteria we may expect two major gains. 
First, we shall reduce the number of overtreated 
cases—cases in which continued therapy is not only 
unnecessary but is even retarding recovery. Trans- 
ference like x-ray is a powerful therapeutic agent 
but both can be given in overdose. Second, a larger, 
maybe substantially larger, number of cases can 
benefit from our therapeutic skills. Freud con- 
sidered it a fortunate circumstance that the aims of 
research (that is the exploration of the generative 
background of neurosis) and the aims of therapy run 
parallel. We can study and cure our patients at 
the same time. But as early as 1910 he stated in one 
place that the aims of research aid therapy do not 
run completely parallel.* 

We may expect that in increasing our under- 
standing of the therapeutic process, particularly its 
quantitative aspects, this divergence between therapy 
and research will increase. In other words, the 
more we know about the quantitative aspects of the 
therapeutic process, the more precisely we shall be 
able to administer to each individual patient the 
type and amount of therapy he needs for his re- 
covery. 


* Freud, Sigmund, “The Future Prospects of Psy- 
choanalytic Theory”, an address delivered before 
the Second International Psychoanaiytical Congress 
at Nuremberg in 1910, in Collected Papers, (The 
Hogarth Press Ltd. and The Institute of Psycho- 
analysis, London, 1924), Vol. II, Chapter XXYV. 
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UNDERSTANDING PSYCHOTHERAPY * 
JOHN C. WHITEHORN, M.D., Bactimore, Mo. 


Psychiatry has a great need for a clear 
and rational understanding of the processes 
of recovery from neurotic and psychotic ill- 
ness, and of the manner in which psycho- 
therapy facilitates these processes. Hy- 
potheses we have, and some of them very 
attractive, but none have gained that degree 
of validation which would serve to command 
general acceptance in the medical profession 
as a well-established theory. I do not mean 
that we should be deeply chagrined, at this 
time, in regard to psychotherapeutic theory 
because we have not reached that high degree 
of validation that has been gained for the 
atomic theory of matter or the theory of 
gravitation, W'e could be reasonably content 
with only such modest measures of theoreti- 
cal validation as have been gained for the 
rationale of the therapeutic use of immune 
sera, or the rationale for vaccination proce- 
dures, or the rationale for the addition of 
fluorides to drinking water. The medical 
profession, responding to the need for action, 
quite properly makes use of theoretical in- 
sights at various stages of imperfection or 
uncertainty ; and I do not intend to offer a 
counsel of perfection in regard to theories 
concerning psychotherapy. It is sensible to 
act with the best theoretical guidance one 
has, while seeking a better and surer 
guidance. 

A satisfactory way of understanding psy- 
chotherapy has to meet a second practical 
need, in addition to the reasonable measure 
of experimental validation required by a 
scientifically oriented medical profession. 
This second practical need is that psycho- 
therapy should be “‘understandable” in some 
measure by patients, in order to establish a 
working partnership between the therapist 
and the patient, and probably also with the 
patient’s relatives or associates. The depth 
of understanding by these nonprofessional 
partners need not be very profound, initi- 
ally—and perhaps not at any time. Symp- 

1 Read in the Section on Psychotherapy at the 


111th annual meeting of The American Psychiatric 
Association, Atlantic City, N. J., May 9-13, 1955. 
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tom relief can at times be gained by methods 
requiring a minimal understanding by the 
patient, through simple supportive or sug- 
gestive means, and also by medication. But 
there is always an irreducible minimum of 
understanding required in the exercise of 
therapeutic psychological influence by one 
person upon another. The actual level of 
such understanding may be so low in quan- 
tity or in quality that we would more cor- 
rectly call it misunderstanding. But still, 
misunderstanding is a kind of understand- 
ing—perhaps the commonest kind we have. 
Even hostile, suspicious, oppositional misun- 
derstanding may serve to establish a point of 
contact, capable of further and more helpful 
development. Indeed one of the most useful 
skills in psychiatry is that of empathetically 
understanding misunderstandings. 

During a busy life in psychiatry, much of 
it spent in doing what is called psycho- 
therapy, or in guiding others in such en- 
deavors, I have collected a considerable 
number of misunderstandings about psycho- 
therapy, and have doubtless perpetrated a 
fair share. I have been deeply interested in 
what people think about psychotherapy—not 
whether they think it is good or bad, but 
what images or concepts they use in think- 
ing about the matter. 

There is the tale, probably synthetic, but 
nevertheless significant, of the letter received 
at the office of a distinguished investigator of 
psychosomatic problems : 

Dear Sir or Madam: 

I have just heard about your discovery of psycho- 
somatic medicine. Enclosed find one dollar, for 
which please send me a bottle of that psychosomatic 


medicine. Keep the change to finance more dis- 
coveries. 


There are other current misunderstand- 
ings of psychotherapy, almost equally ludi- 
crous, but sometimes with their absurdity 
obscured by a more plausible wrapper of 
high-falutin’ words. 

It is my purpose here to examine ways of 
understanding and ways of misunderstand- 
ing psychotherapy without attempting to es- 
tablish a sharp distinction between the two 
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but recognizing instead that all efforts at 
understanding, by patient and doctor alike, 
are obscured in some measure by the imper- 
fections of our knowledge and the superfluity 
of our prejudiced opinions. 

In the interest of clarity I shall indicate 
briefly some general outlines of my own ori- 
entation in this matter. I have seen a con- 
siderable number of patients recover from 
psychotic and neurotic illnesses, with varying 
types, qualities, and degrees of improvement. 
I have, I believe, assisted in a number of 
these improvements and recoveries. To a 
limited extent it has been possible to plan 
experimental patterns of psychotherapeutic 
endeavor, and, to an even more limited ex- 
tent, it has been possible to carry through 
in the planned pattern. From such experi- 
ences, I think I have learned something, par- 
ticularly a respect for the resources of pa- 
tients. Some of them have kindly found their 
own way out and have rescued me at times 
from embarrassing futilities. But, mostly, I 
think, my more reliable knowledge has been 
obtained or verified through studying others 
in psychotherapeutic activity. This third- 
person position, as observer, provides rela- 
tive freedom from highly-charged personal 
involvement. 

I wish to avoid creating a misunderstand- 
ing on this latter point. I do not mean that 
personal involvement should be eliminated 
in doing psychotherapy. Something of what 
is commonly called “identification” with the 
patient is probably a necessary feature of any 
effective psychotherapy. I prefer myself to 
call this necessary ingredient a “we-identi- 
fication” rather than an “I-you identifica- 
tion,” emphasizing thereby the mutual en- 
largement of the boundaries of the egos 
involved. In contrast to many who do inten- 
sive psychoanalytically oriented psycho- 
therapy and who try to avoid the relatives, 
I favor, as an expedient aid to this enlarge- 
ment of the “we,” the cultivation of some 
acquaintance with the patient’s relatives and 
associates. 

For the study and evaluation of psycho- 
therapeutic processes there are advantages 
in the less intimately involved third-person 
position, sometimes in terms of actual physi- 
cal presence as observer, more often in terms 


of instrumentally contrived third-person 
position, through multiple verbal reportings, 
and sometimes through sound-recordings. 

There is another bias in my attitudes re- 
garding psychotherapy which has come about 
because of my primary interest in the therapy 
of schizophrenic patients. The whole under- 
standing of psychotherapy is not to be found 
in studying the psychotherapy of schizo- 
phrenic patients, any more than the whole 
truth is to be found in the study of psycho- 
therapy of neurotic ones; but there is one 
advantage, and it is a weighty one; the spon- 
taneous improvement rate among schizo- 
phrenic patients is low enough, so that one 
has a better statistical basis for differentiat- 
ing good results and poor ones. 

Recently, Dr. Barbara Betz and I reported 
some observations regarding psychothera- 
peutic relationships between physicians and 
schizophrenic patients. We studied the work 
of two groups of physicians. One group had 
75% improvement rate, the other 27% im- 
provement rate. To reach some understand- 
ing of how this difference comes about would, 
I think, mean a significant step in under- 
standing psychotherapy in such cases and, 
perhaps, in general. Our observations, al- 
ready reported in some detail, led us to state 
that, in the psychotherapy of schizophrenic 
patients, improvement seems to be deter- 
mined, in large measure, 

. .. by the differences found among physicians in 
the extent to which they are able to approach their 
patients’ problems in a personal way, gain a trusted, 
confidential relationship and participate in an active 
personal way in the patient's reorientation to per- 
sonal relationships. Techniques of passive permis- 
siveness or efforts to develop insight by interpreta- 
tion appear to have much less therapeutic value. 


The study to which I refer, costly as it has 
been in time and effort, is obviously incom- 
plete. We are not able to say, with satisfac- 
tory definiteness, what temperamental quali- 
ties or what experiences of life enable some 
psychiatrists to establish and maintain these 
useful relationships. We have learned quite 
a bit about how it goes, but we would not 
pretend that we have a fully satisfactory 
explanation. 

In this connection, I wish to paraphrase a 
comment, phrased as a question, which I 
have received not infrequently from former 
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patients on the occasion of a follow-up visit 
or letter : 

Since recovering from my illness, I have learned 
a good deal about life. My old approach to life had 
got me trapped in a box. I was all wrong. I was in 
the hospital a number of months. Why didn’t some- 
body tell me these things? Why didn’t somebody 
tell me I was sick, thinking the way I did? 


If one atterapted to answer this question 
literally, it would usually be corect to say that 
the patient had been told innumerable times 
that he was sick, by family and friends, as 
well as by hospital personnel, but he was 
unable to understand it. His ears had also 
probably heard from intimates and associates 
many shrewd appraisals of what had been 
wrong in his approach to life. But this logi- 
cal, literal answer is not the meaningful one. 
The significant point is that, in the psycho- 
therapeutic process or in the process of as- 
sisted recovery, as I prefer to call it, the 
patient regains some capacity to learn, to 
hear what is said, and to participate in inter- 
personal transactions with the openness of 
mind that makes possible further learning 
and growth, Insofar as the learning process, 
in this sense, brings greater human under- 
standing of one’s self as well as of others, it 
appears appropriate to call the result insight. 
Since there has been an enormous amount 
of discussion of insight, in relation to psycho- 
therapy, it seems appropriate to state in this 
connection my own impression, which is that 
insight in general appears, when it does oc- 
cur, to be a product of assisted recovery 
rather than the crucial instrument of re- 
covery. Since learning, and life, and growth, 
are intimately interinvolved processes, in- 
sight thus gained doubtless participates in 
further learning, and thus may become a 
means to further improvement. It is there- 
fore probably unwise to try to reach sharply 
categorical judgments on which comes first, 
insight or improvement ; but there is need to 
be prepared with some useful means of en- 
lightening those—and they are many—who 
understand (or misunderstand) psycho- 
therapy to mean probing into a patient’s 
mind to find the errors in its operations and 
then informing the patient about them. 

This very common misunderstanding may 
be called the “instructional” misunderstand- 
ing of psychotherapy. It is frequently found 


in medical students, perhaps because their 
principal business in life, up to that point, 
has been to learn, and so it is natural for 
them to assume that progress means learning 
and learning means instruction. 

How can one successfully deal with this 
“instructional” way of understanding or of 
misunderstanding psychotherapy—in  stu- 
dents, in patients, in relatives, in doctors? 
One can of course try telling them other- 
wise, but that is not a very effective 
method—nor a very logical one as it is an 
attempted application of the very fallacy 
which it formulates. So often a successful 
method of aiding one to understand psycho- 
therapy comes very close to being a form 
of psychotherapy itself. The instructional 
misunderstanding represents not mere igno- 
rance, or absence of knowledge, but the pres- 
ence of a prejudice—in this instance an enor- 
mous overrating of the propositional, logical 
meaning of verbal communication. It is a 
seemingly logical, but experientially quite 
unjustified supposition that real learning can 
occur simply through the beating of verbally 
meaningful sounds upon the ear drum. 

There is a homely figure of speech which 
I have used successfully at times in outflank- 
ing this instructional kind of misunderstand- 
ing, especially useful with the relatives of 
patients. Sometimes a mother will ask, 
“Have you found the cause and told Johnny 
about it yet?” Or perhaps she will say, “Will 
you please remember to tell Johnny the next 
time you see him that we are all for him. He 
seems to misunderstand us so. He thinks 
we're against him. He has such confidence 
in you, doctor, I’m sure if you’d just take a 
moment to tell him, he would believe it.” I 
can then try out my bandage metaphor, in 
case it seems appropriate and in case mother 
seems to understand metaphors. I say that 
Johnny appears to me to have experienced 
some painful bruises to his ego and to have 
bandaged his bruised ego so tightly and so 
heavily that he has difficulty in hearing what 
people say to him, and especially that he has 
difficulty hearing through the bandages what 
people mean; it is a painful process for 
Johnny to loosen the tight bandage on his 
ego to restore normal circulation, and that 
we need to help him in this matter before we 
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can expect to restore to him real hearing and 
understanding. 

Another quasi-metaphorical expression 
which I find myself using over and over 
again, in trying to develop a useful under- 
standing of psychotherapy, is that of “un- 
finished business.” Some patients, I explain, 
we find to be deeply engrossed in rumina- 
tively chewing the rag over an issue involved 
originally in some long-ago affair, not ade- 
quately cleared up at the time and therefore 
remaining to pester him in vague and poorly 
recognized ways, until the basic issue can 
be faced, cleared up, recognized and prop- 
erly settled to the patient’s own satisfaction. 

With the aid of these metaphorical figures 
of speech, many persons can understand bet- 
ter that psychotherapy is not merely telling 
the patient, and that the patient’s progress 
may be painful and hesitant, involving the 
re-enacting of painful old issues but with a 
constructive difference, in a way to restore 
the emotional potential for learning. 

In this connection it is relevant to men- 
tion a very widespread misunderstanding 
regarding the use of psychological methods 
in dealing with patients. To many persons 
the expression “to use psychology” is equiva- 
lent to deception. The husband of a patient 
once asked one of my associates, “Do you use 
psychology in this clinic?” When answered 
in the affirmative, he said, “I’m so glad to 
know that you do use psychology. I have 
been wondering what to tell my wife about 
Aunt Sarah. Aunt Sarah is now in a hospi- 
tal dying of cancer, and Mary has been 
worried about her. Now that I know you 
doctors here approve of psychology I know 
what to say. I will tell my wife that Aunt 
Sarah has begun to recover, and is doing 
fine, and Mary will feel a lot better.” 

Many patients and, I think, a great many 
people in the general population have similar 
concepts and equate “psychology” with de- 
ception, and they likewise seem to believe 
that training in psychological medicine means 
learning to be a clever dispenser of tactful 
lies. I have found quite a few who hold the 
fantastic belief that the Hippocratic oath 
commits a physician never to tell the truth 
if it will hurt someone’s feelings. There are 
regional differences in these expectations. In 
some sections of the country there appears 


to be something improper, among well- 
brought-up persons, in speaking the truth 
straightforwardly; in other sections such 
forthright speaking is highly regarded. 

There is another widespread misconcep- 
tion about the use of Freudian psychology in 
psychotherapy, and that is the belief in the 
“childhood event” which was the psychic 
cause of mental illness. It happens that I 
have a very high respect for Sigmund Freud 
and his work, but I sometimes wish that 
some of his admirers who have a talent for 
popular exposition would not have perpetu- 
ated so interminably and so widely some of 
his wrong guesses. 

One of Sigmund Freud’s most brilliant 
productions was the libido theory, postulat- 
ing the erotic instinctual motivation of be- 
havior-impulses and assuming a completely 
deterministic causation of behavior. I respect 
Freud greatly as a scientist, for his hard 
victory over himself, in proposing to shelve 
this theory or at least to postulate something 
additional in the light of later knowledge and 
insight. Many of those who have fallen 
under the spell of Freud’s genius have, how- 
ever, been chary of other possible postula- 
tions, and have adhered, in general, to the 
doctrine of libidinal determinism, as the cor- 
rect theoretical foundation for motivational 
interpretation and for psychotherapeutic in- 
terventions. Through the printed page, the 
drama and the celluloid film, the popular 
mind has been subjected, directly and in- 
directly, to an emotionally affecting presenta- 
tion of one version or another of the primary 
Freudian theory of libidinal determinism, 
particularly as the explanation for the 
“cause” of neurotic illness, and as the key 
to the “cure.” It is therefore one of the 
simple facts of life, in our time and in our 
culture, that practically all literate patients 
have the notion that a psychotherapeutic en- 
terprise is primarily focussed upon finding 
the libidinal “cause” of neurotic illness, prob- 
ably in the experiences of early childhood. 
It is popularly assumed, as axiomatic, that 
the psychotherapist must in this sense “find 
the cause,” otherwise therapy is at a stand- 
still. So common indeed is this assumption, 
even among psychiatrists, that I should prob- 
ably take pains at this point to state that I 
consider this to be a misunderstanding of 
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psychotherapy. Psychotherapy, even psycho- 
analytically oriented psychotherapy, oper- 
ates, I think, by the perceptive understanding 
of the motivational meanings of the patient’s 
speech and action, and by evoking emotional 
experiences corrective of these distorted 
meanings, rather than by disclosing a spe- 
cific past event as “the cause” of the patient's 
illness. 

In our science-minded culture the concept 
of “the cause” has become a highly respected 
verbal symbol, ritualistically required to 
justify rationalized expectation of “cure,” 
hence an expected ingredient in any good 
psychotherapeutic formulation. An ardent 
hope for psychotherapeutic success breeds an 
ardent belief that “the cause” will be dis- 
cerned, but this phenomenon is recognizable 
as magical wishful thinking rather than as 
truly scientific knowledge. 

I have found it a more useful way of com- 
prehending these matters to think that a 
large part of the symptomatology of neu- 
rotic and psychotic illness—particularly the 
dyssocial symptoms—are manifestations of 
troublesome interpersonal attitudes, inti- 
mately involved in the sick person’s person- 
ality, along with other, more constructive 
components, so that one is about as well jus- 
tified in speaking of “the cause” of such at- 
titudes as one is in speaking about “the 
cause” of Mary Jones, the person. In this 
frame of reference, psychotherapy is better 
conceived as a cooperative enterprise for 
clarifying purposes and modifying attitudes 
in the direction of greater integrity of 
personality. 


SUMMARY 


Psychotherapy is a planned and organ- 
ized pattern of action designed to cure or al- 
leviate a mental illness or a morbid emotional 
state. Psychotherapy shades off, by almost 
imperceptible degrees, into a great variety 
of efforts to use mental influences to assist 
patients in rehabilitation or in some ameliora- 
tion of their distress or incapacity. 

Attempts to explain psychotherapy have 
fallen in general into one of two contrasting 
patterns: (1) to learn about the noxious 
event or events that have happened to a per- 
son that caused a morbid emotional reaction, 
to discover the complex pattern that has 


maintained this morbid state, and to undo 
the cause by insightful disclosure; or (2) to 
learn about the patient’s bad patterns of re- 
action, and also about assets and potentiali- 
ties and to evoke their constructive use in 
better handling of a crucially unresolved 
emotional problem or problems, significantly 
representative of the patient’s morbid reac- 
tion pattern. 

As between these two general modes of 
formulating and understanding psycho- 
therapy, that which presumes to cure the 
psychogenic cause of the morbid reaction has 
readier acceptability and higher favor in our 
culture. It sells better. It implies higher ex- 
pectations of radical cure. It also thereby 
lends itself to charlatan exploitation, deliber- 
ate or unconscious. As a sustaining aspira- 
tion, it has morale-building value, but as a 
description it is usually inaccurate and mis- 
leading, both to patient and practitioner. 

The evocative formulation implies that the 
actual therapeutic potential is to be found 
and elicited in the patient, not applied by 
the psychotherapist. This is harder to be- 
lieve, but more aptly descriptive, and teach- 
able. Its chief shortcomings and dangers 
arise from lazy cynicism and superficial 
optimism. 


DISCUSSION 


D. Ewen Cameron, M.D. (Montreal, Canada). 
—Dr. Whitehorn, with his customary acumen and 
directness, has taken us to look at the place where 
the forward march of our knowledge of psycho- 
therapy is being held up. He has pointed to the great 
need on the part of patient and therapist alike to 
understand psychotherapy. 

Let me make a crucial distinction—a distinction 
between understanding in the broad sense of the 
word and technical knowledge. Perhaps I may make 
this clearer by saying that when our understanding 
was that our world was flat we could advance our 
technical knowledge up to a point—could measure 
distances between towns, work out a fairly accurate 
calendar and in rough measure find our way about 
in time and space. But some things simply could not 
be solved as long as our understanding was that 
our world was flat. For instance, a recurrent puzzle 
was why did a ship going over the horizon seem 
gradually to sink down—first the hull, then main- 
sail, and finally the crow’s nest. It was only when 
we got a new understanding—namely, that the world 
was round—that technical knowledge could march 
forward again. 

Within our lifetime we have seen one of these 
great shifts take place in our understanding of the 
nature of matter and a second in our understanding 


| | [Nov. 
ne 
x 
3 
| 


1955] 


JOHN C. WHITEHORN 


333 


of the universe. There is growing evidence that we 
are in the formative period of a similar shift in our 
understanding of the nature of man. 

Among the signs that a great shift is pending with 
respect to a given field is the accumulation of more 
and more things that the existing understanding 
cannot solve. Technical knowledge still advances 
but it leaves more and more unsolved puzzles be- 
hind it. 

Dr. Whitehorn has pointed to some of these di- 
lemmas with which our understanding and particu- 
larly that of our patients cannot deal. Let us look 
at them and see whether from them we can get a 
glimpse of the new basic statement about human 
nature which we require. 

First, Dr. Whitehorn has drawn attention to the 
idea of the cause which one discovers, removes, and 
thus relieves. This is intimately bound up with a 
deterministic causality. It takes no account of the 
fact that we are dealing with a continuously adapt- 
ing and hence changing organism and that ani initial 
incident becomes lost in a long sequence of events. 
Of practical importance is our ability to find a place 
at which we can interrupt such event sequences. The 
whole idea of the cause is likely to disappear from 
our future concept of human behavior. 

Closely related to this is the widely held idea of 
time as a panorama with the past, let us say, to the 
left of us, the present dead in front, and the future 
stretching away to our right. This ancient idea of 
time is responsible for the oft-repeated and be- 
wildered statement by the patient—“What is the 
use of dredging up the past, it has gone by and 


nothing can change it.” It is most difficult for the 
patient to grasp that the past in that sense does not 
exist. It only exists to the extent that it can cur- 
rently operate, and that what we are attempting to 


do in psychotherapy is to change the ongoing. This 
panoramic concept of time is so difficult to recon- 
ceive that I suspect that it is here that the secret of 
the new basic statement about human behavior may 
lie. 

A third dilemma which Dr. Whitehorn touched 
upon is the role of the patient and the therapist— 
how useful is instruction? How much of the poten- 
tial of recovery lies in the patient? My anticipation 
is that this is to be solved by the working premise 
that in psychotherapy a living entity is formed by 
the patient and the therapist, that previously existing 
functions are strengthened, that new functious are 
set up, and that both individuals emerge from that 
entity with varying degrees of reorganization. 

Lastly, Dr. Whitehorn has referred to the truth 
of given propositions. May I suggest here too we 
may expect change, that the idea of the absolute 
truth is likely to disappear. In its place we are al- 
ready starting to use operationally validated premises 
and working assumptions. 

These puzzles—the idea of the cause, the nature 
of time, the entity formed by two individuals in re- 
lationship, the existence of a relativistic, open-ended 
world of action rather than one closed by funda- 
mental truths and limits—will almost certainly find 
their solutions in—and therefore determine the 
form of—the pending shift in basic understanding of 
behavior. Until that is achieved technical progress 
in psychotherapy will certainly proceed but just as 
certainly fall short of our hopes. 

I cannot conclude without congratulating Dr. 
Whitehorn on bringing before us in such simple 
terms and in such practical illustration this matter 
of understanding. It is for most of us exceedingly 
difficult—as supremely difficult as an attempt to 
break out of our cultural indoctrination. 
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The term dynamic has enjoyed a singular 
popularity in the psychiatric literature. Few 
words have sustained for so long such en- 
thusiastic repetition. In many of our current 
journals one can find scarcely a page that 
is not peppered with its iterations and re- 
iterations. As Curran, with thoroughly 
British understatement, said a few years ago, 
dynamic is “a word that deserves to be paid 
overtime” (1). Applicants for a position in 
psychiatric institutions or medical schools 
today apparently feel they must emphasize 
and reemphasize the point that they are 
highly dynamic in principle and practice. 
One unfamiliar with this vogue might justi- 


fiably picture all worth-while psychiatrists — 


today as jet-propelled figures, never in repose 
or in doubt, but spurting incessantly with all 
the speed and force of Superman through 
labyrinths of the unconscious. This heavily 
labored word may once have served a useful 
purpose in designating concern with the 
causes of psychiatric disorder and with logi- 
cal means for their removal. 

Several decades ago Adolf Meyer spoke 
in this sense of a genetic-dynamic approach 
to psychiatric disorder and contrasted it with 
the descriptive approach(2). Today the con- 
tinually recurring terms, dynamics, the 
psycho-dynamics, dynamic psychotherapy, 
dynamic methods, etc., usually refer to some 
aspect or some offshoot of Freudian theory, 
though not necessarily to Freudian practice 
as it is carried out today by the few hundred 
officially qualified psychoanalysts in our 
country. Let us all agree that these terms 
are often used by able psychiatrists to indi- 
cate plausible theories and practical proce- 
dures, On the other hand they are also taken 
as a shibboleth by glib theorists and flour- 
ished as magic words which, if repeated 
often enough and with sufficient zeal, will 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 0-13, 1055. 

2 From the Department of Psychiatry and Neurol- 
ogy, Medical College of Georgia, Augusta, Ga. 
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confer the status of science upon almost any 
assumption about the unconscious or the 
unknown. Lay therapists, maladjusted intel- 
lectuals, dianetic auditors, psychoanalyti-ally- 
oriented chiropractors, all join overenthusias- 
tic psychiatric writers in the free manipulation 
of verbal constructs in the name of dynamic 
theory and dynamic methods, Weird ex- 
planations of emotional illness, glib beatifi- 
cations of sexual perversion, panaceas for 
grave international problems, are pontifically 


. dispensed to the public against a background 


of incantation about dynamics, the dynamics, 
the psychodynamics, etc. 

If we soberly evaluate what is being 
written in our technical journals, and note 
some of the discoveries reported by experts 
it is scarcely remarkable to find that laymen 
are seriously misled. 

Let us consider Philip Wylie’s spectacu- 
larly popular novel Opus 21(3). Welcomed 
by the general public and praised by critics 
and intellectuals when it appeared in 1949, 
this work has also been selling well for years 
at drug stores and news stands in a 25-cent 
paper-back edition(4). Opus 21 is a book 
with a message. Through fictional demon- 
stration and by direct exhortation, the author 
assures his wide circle of readers that psy- 
chology and psychiatry have proved homo- 
sexuality to be normal and by no means 
undesirable. With conviction and enthusiasm 
worthy of a camp-meeting sermon, he seems 
to insist furthermore that everyone must be 
taught that mam and woman cannot under- 
stand each other or become satisfactory 
mates unless each has first accepted homo- 
sexual impulses as natural and indulged in 
homosexual relations. 

A beautiful wife, unhappy about her hus- 
band’s gross neglect and his overt sexual 
practices with other males, is brought to the 
reader’s attention. Persuasive argument by 
the author plus the actual experience of 
Lesbian activities with a versatile prostitute, 
according to the narrative, correct her patho- 
logic outlook, leave her almost deliriously 
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happy at the prospect of returning to the 
homosexual husband. It is made plain that 
both she and he will be free to continue ab- 
normal relations with others of the same 
gender. Having achieved this enlightenment, 
the young woman is pronounced “healthy, 
wealthy, and wise.” “I’m so full, so 
——— complete. So ready,” she says 
after discovering and exercising her homo- 
sexual talents(5). 

Though, according to the author, this is 
well-established scientific truth, one must be 
cautious, he warns us, about proclaiming it 
freely because of the formidable ignorance 
and prejudice he is trying to combat : 

Unless you do so, that is, in a plain wrapper and 
with a Ph. D., Cf.: 

“The inner natures of all men and women par- 
take of the inner natures of the opposite sex—a 
psychological phenomenon in some forms openly 
expressed by modern society (O moms, O mum- 
mers!), but in other forms suppressed with the full 
force of public opinion. What public opinion sup- 
presses the individual endeavors to conceal both 
from himself and from society. Nevertheless, were 
the individual not equipped with the psychological 
elements of the opposite sex comprehension and 
sympathy between the two would be impossible. 
And this feminine quality of a man—for example— 
may even project on real women in an inverted 
form, those universal, adolescent feelings towards 
his own sex which the conscious adult man repudi- 
ates. Hence as Dadwallader, Pratt and Razzle say, 
in their lucid monograph—” 

But if you express the results in terms of palpable 
feelings and acts—rather than in this lack-life lingo 
of pedagogy—the very gents and gals who share 
the same sensation will rise as one (owing to the 
general habit of suppression) and breathe down 
your neck with a blow-torch. 

When you see them coming you will know what 
troubles them that they do not know. 

It is, always, their responses to your perceptions. 

Themselves—not you(6). 


The author of Opus 21 cries out in vehe- 
ment indignation against those who hesitate 
to offer the public full enlightenment from 
these discoveries that he is quite sure are 
thoroughly established by the tests of science. 

Influential literary critics enthusiastically 
tell readers that this story “cracks like a bull 
whip” ; that the author “has a basic percep- 
tion about the sexual source of our ills’”(7). 

Professional evaluations no less .remark- 
able are offered by those the public has every 
right to believe validly represent science as 
opposed to prejudice, ignorance or mere 
convention. 


On the dust jacket of his book The Ameri- 
can Sexual Tragedy(8) the author is de- 
scribed as “formerly chief psychologist of 
New Jersey . . . now in the private practice 
of psychoanalytic psychotherapy and mar- 
riage counselling in New York City... 
Chairman of the New York Association of 
Clinical Psychologists,” etc. M. A. and Ph. D. 
degrees in psychology from one of our great- 
est universities are listed. Is it not logical for 
the lay reader to be impressed by such quali- 
fications? What is the ordinary reader to 
think when such an authority informs him 
that men who strictly confine their sexual 
relations to women are psychiatrically dis- 
ordered ? 

Let us quote the therapist. He first makes 
this point(g) : 

If, then, a male in our culture engages in some 
homosexual behavior, alongside his more socially 
acceptable heterosexual activities, we are hardly 
justified in calling him abnormal from almost any 


standpoint since biologically, statistically and psy- 
chologically he is behaving in a normal fashion. 


Admitting that one who confines himself 
entirely to homosexual activities may justi- 
fiably be called “neurotic,” this spokesman 
for science insists that males who are not 
willing to try sexual relations at least occa- 
sionally, or under certain circumstances, with 
other males must also be recognized as vic- 
tims of psychiatric illness. He says: 

The fact is, however, that what is scientific sauce 
for the goose should also be sauce for the gander, 


and that exclusive heterosexuality can be just as 
fetishistic as exclusive homosexuality. 


Apparently charmed by the alleged ability 
of dynamic methods to extract wonders from 
the unconscious, many of our respected 
medical journals today publish material that 
rivals the more implausible items in science 
fiction. The sober reader of current psychi- 
atric literature can scarcely escape the suspi- 
cion that constant repetition of the word 
“dynamics” must sometimes exert influences 
truly hypnotic. The enthusiastic chant seems 
to promote a credulity not to be found else- 
where in the scientific world. Where medical 
students and young physicians turn for en- 
lightenment we find reports “clearly reveal- 
ing’(6), through dream _ interpretation, 
psychic trauma sustained 3 or 4 decades ago 
in the embryonic state from fear caused by 


2 
ie 
= 
fey 


336 


THE DYNAMICS OF ILLUSION 


[ Nov. 


the father’s penis during intercourse of those 
who were eventually to become the patient’s 
parents. These reports explain “dynami- 
cally” how such an alleged event has caused 
the patient’s illness and, without hesitation, 
announce cures effected by such explanations. 
Let us quote(10) : 

In the matter of pre-natal traumata the author 
experienced some resistance against accepting the 
possibility the unborn child could react to pre-natal 
intercourse. This resistance, however, had to pass 
when a female patient told this dream: “I am in a 
church, all is good. But then Christ enters. He has 
a wooden leg and I become extremely afraid of the 
rhythmical clashing of His foot on the floor.” 


The interpreter admits that “the wooden 
leg may be associated to the swollen foot of 
Oedipus,” * but finds that it is a transparent 
disguise for the erect penis of the dreamer’s 
father which terrified and traumatized her as 
an embryo by its intrusion into her mother’s 
vagina. He expresses no doubt at all that 
“the extreme anxiety and the disturbance of 
silence and security indicate a pre-natal ex- 
perience in this case.” For the investigator 
proof is apparently clinched when “interpre- 
tations of this dream in this way caused the 
anxiety to disappear at once’”’(10). 

The same medical observer explains at 
some length the romantic nuances of a love 
affair each embryo has with the placenta. 
The placenta, he confidently informs us, 
always takes the male role regardless of the 
sex of the embryo. Evidence for these early 
adventures is regularly discovered in the 
dreams of adult patients(10, 11). 

In our most responsible medical publica- 
tions young physicians who seek knowledge 
of psychiatry will also find accounts of the 
existence and psychic activities of a bodiless, 
immaterial being. This so-called “double,” 
revealed by dynamic methods, is, we are told, 
a sort of immaterial twin of the opposite sex 
which all living people possess. When a male 
zygote is conceived, what about the potential 
female that might have been, had a different 
spermatozoon reached the ovum first? 
Though bodiless she is reported as being 
quite active and as exerting a remarkable 
influence on her biologically real brother all 
his life. By dynamic procedures the therapist 


* Surely one needs no more than a modest imagi- 
nation to associate it, by similarity or by contrast, 
with several thousand other things. 


receives important communications from the 
“double” through the unconscious of the 
living patient. 

Occasionally, a dream of defiance will point to 
the lost self as having a dream life of its own, in 
which fantasies of liberation, tragic resignation, or 
revenge are the dominant motives(12). 


Reasoning along such lines the investigator 
?~sonstrates the basic psychodynamics of 
iliness, offers proof of bisexuality and confi- 
dently clarifies other matters. 

Is such naive acceptance of the implausible 
confined to the medical literature of our own 
country? Let us turn to one of the most 
distinguished and influential of European 
periodicals. In April 1953, the Journal of 
Mental Science, official organ of the British 
Psychiatric Association, carried the report 
of discoveries no less remarkable through the 
use of hypnosis(13). The investigator’s 
seriousness and sincerity we do not question. 
Let us quote him as he describes what 
emerges dynamically from his patient’s un- 
conscious : 


Eventually he reached his conception, in which 
he saw himself as the ovum being raped, rather 
than wooed, by the over-anxious sperm of his over- 
anxious father. Though I have phrased this rather 
jocularly, I am in fact in earnest about its signifi- 
cance, though time does not permit me to go into 
this topic at length. Suffice it to say that following 
this session still more improvement was noticeable. 
. . » » In short since we recovered this material he 
has turned from an apparently hopeless therapeutic 
prospect into a promising one. 


It is our belief that many able psychiatrists 
today speak and write the vague jargon of 
psychodynamics out of habit or custom with- 
out seriously examining alleged evidences on 
which some of its assumptions are based. As 
an unsuverstitious German might politely 


say “Gesundheit” when his companion 
sneezes, agreeable clinicians who have not in 
years of practice encountered real evidence 
of such things in a patient faithfully refer 
to most anxiety as “castration fear,” to every 
relation of children with parents as “Oedi- 
pal”—that is to say, by implication, incestu- 
ous. When discussing the dynamics of affec- 
tive disorder interns and resident physicians 
learn to speak solemnly of anally expelled 
and orally incorporated parental imagos(14). 
Though he may never have found that pu- 
bertal boys normally and typically regard 
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each other as sweethearts or prefer each 
other sexually to girls, the dynamic observer 
feels he must deferentially use the term 
homosexual for the status and the relations 
of such boys. No matter how vividly he may 
recall his own sexual yearnings or acts dur- 
ing grammar school years, the psychiatrist 
who values his dynamic orthodoxy usually 
refers to this period as one of “sexual la- 
tency.” This is the custom of our time. Able 
and sober clinicians whose actual methods 
of work are little influenced by such assump- 
tions faithfully use the popular phrases out 
of fashion or polite conformity. By others 
such terms are often manipulated freely to 
provide easy but undemonstrable explana- 
tions for many things about which we all 
remain ignorant. 

Is it true that the unconscious contains 
valid evidence of these popular articles of the 
psychodynamic creed? Perhaps it will be 
worth our while to reexamine briefly the 
methods by which these discoveries are said 
to have been made. If we grant that all 
psychiatrists have read the major articles in 
Freud’s Collected Papers, it is perhaps rea- 


sonable to assume that some who accepted 
his conclusions early in their careers have not 
lately examined the evidence in detail. Ernest 
Jones, editor of the papers, writes(15) : 


All Professor Freud’s other work and theories 
are essentially founded on the clinical investigations 
of which these papers are the only published record. 


Let us consider as a typical and represen- 
tative example of this work the long report 
entitled From the History of an Infantile 
Neurosis(16). 

The conclusions reached about this case 
rest chiefly and fundamentally on the inter- 
pretation of a dream recalled by the 26-year- 
old patient as having occurred at age 4 years. 
The entire dream is thus described : 


I dreamt that it was night and that I was lying 
in my bed. (My bed stood with its foot towards the 
window ; in front of the window there was a row 
of old walnut trees. I know it was winter when I 
had the dream, and night-time.) Suddenly the 
window opened of its own accord, and I was ter- 
rified to see that some white wolves were sitting 
on the big walnut tree in front of the window. 
There were six or seven of them. The wolves were 
quite white, and looked more like foxes or sheep- 
dogs, for they had big tails like foxes and they had 
their ears pricked like dogs when they are attend- 
ing to something. In a great terror, evidently of 


being eaten up by the wolves, I screamed and 
woke up. ... 

The only piece of action in the dream was the 
opening of the window; for the wolves sat quite 
still and without any movement on the branches 
of the tree, to the right and left of the trunk, and 
looked at me. It seemed as though they had riveted 
their whole attention upon me. 


From this dream and its associations with 
a number of rather ordinary childhood 
memories and some fairy tales familiar to 
the patient during his early years some re- 
markable conclusions are derived. We are 
told that the dream reveals events experi- 
enced by the patient two and a half years 
earlier when he was precisely 18 months of 
age. Details of the dream are offered as 
proof that the infant had at that time avidly 
watched his parents indulge in sexual inter- 
course 3 times in succession and that, fur- 
thermore, the relations were carried out 
a tergo. Freud is equally positive that the 
baby, in reaction to this scene, contrived to 
have a bowel movement as an excuse to cry 
and interrupt the still active pair. The sta- 
tionary dream scene (the stillness of the 
wolves) is offered as evidence for lively coital 
activity by the parents. The number of 
wolves (6 or 7) is taken as an effort by the 
dreamer to disguise what he had actually 
seen (the 2 parents) and therefore counted 
as additional evidence. The attentive look 
on the faces of the animals in the tree is 
offered as a confirmation of the voyeuristic 
intensity attributed to the eavesdropping in- 
fant. The fear of the wolves in the dream 
and the assumed reaction of the infant to his 
(assumed) sight of his mother’s genitals at 
age 18 months convinced Freud that the boy 
at 4 was laboring under an overwhelming 
dread that his father would castrate him. 
The long tails of the wolves are confidently 
accepted by the interpreter as evidence of 
taillessness (through contrast) ; and there- 
fore as additional proof of this unhappy pre- 
occupation. This hypothetical fear is offered 
as the restraining influence on the boy’s 
dominant passion, which is assumed to be 
for his father to carry out the sexual act upon 
him per anum, No objective evidence is of- 
fered anywhere in the paper to support these 
interpretations. 

Freud expresses the most positive convic- 
tion in this explanation, insisting that his 
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entire study either “is all a piece of nonsense 
from start to finish, or everything took place 
just as I have described it above.” * 

If one finds difficulty today in accepting 
these conclusions as plausible and this 
method as scientific, is it to be assumed that 
his judgment must necessarily be distorted 
by an unconscious pathologic resistance 
which prevents his accepting adequately 
demonstrated facts? Or do we find here, as 
in the dream interpretations that reveal em- 
bryonic experience, a method so elastic that 
it can be readily used to arrive at almost any 
conclusion that comes to mind? Is real evi- 
dence adduced by appeal to symbolism or 
analogy and by free assumptions about what 
is in the unconscious but what is never made 
conscious or otherwise demonstrated or cor- 
roborated? Do not such methods serve 
ideally to create a dynamics of illusion? 

Let us all grant that methods and theories 
usually referred to as dynamic are accepted 
by many of the most influential leaders of 
psychiatry today, by men of learning, of 
clinical proficiency, and of wisdom(17). The 
same term is, nonetheless, used with equal 
enthusiasm to designate concepts and prac- 
tices which have as little relation to scientific 
standards as they do to common sense. The 
history of medicine amply demonstrates that 
distinguished men of great intellect may be 
misled by theories with no factual basis and, 
for decades, hail officially as revelations of 
science assumptions no less fanciful than 
those on which are founded the cults of 
chiropractic and naturopathy. Not only the 
poorly trained, the visionary, and the un- 
sound, but also many whose achievements 
were indeed genuine, and who have emerged 
as the outstanding figures of their day, confi- 
dently embraced as truth the fruits of pseudo- 
science and proclaimed them as the genuine 
enlightenment. 

No less a figure in American psychiatry 
than Isaac Ray seems for a considerable 


4In material added after original publication of 
the paper, Freud discusses the possibility that the 
dramatic experience attributed to the infant might 
have been a fantasy. After considerable equivoca- 
tion he seems to decide again that it was an ac- 
tuality. He insists, furthermore, that even if the 
experience had not occurred all the conclusions he 
derived from it (the 4-year-old boy’s desire for 
sodomy with the father and his overwhelming fear 
of castration) still are proved valid. 


time to have accepted phrenology as “a reve- 
lation of new truth and especially of a phi- 
losophy that shed a marvelous light on the 
whole field of mental science.” He also re- 
fers tc phrenology as, “the only metaphysical 
system of modern times which professes to 
be founded on the observation of nature and 
which really does explain the phenomena 
of insanity with a clearness and verisimili- 
tude that strongly corroborate its proofs. 
(18). 

He commented sadly on the resistance of 

medical minds that prevented them from 
recognizing and applying the discoveries of 
Gall and his followers : 
So true it is, that, in theory, all mankind are agreed 
in encouraging and applauding the humblest attempt 
to enlarge the sphere of our ideas, while, in prac- 
tice, it often seems as if they were no less agreed 
to crush them by means of every weapon that wit, 
argument and calumny can furnish... . 


Many of the best minds of the age, not 
only leaders in medicine but also philosophers 
and literary geniuses, considered that the 
“fundamental propositions of the science of 
phrenology . . . had been established.” 

Let us not forget that Gall made genuine 
and important contributions to neuroanatomy 
while devising his spectacularly erroneous 
interpretations of psychiatric disorder and 
of human life. It is fitting to note also that 
the sober psychiatrist Isaac Ray, despite his 
earlier sincere acceptance of phrenological 
nonsense as scientific discovery, was able 
eventually to free himself from this illu- 
sion(18). 

In the report of the 1951 Conference on 
Psychiatric Education conducted by The 
American Psychiatric Association and the 
Association of American Medical Colleges 
“considerable respect” was expressed by 
medical educators for the part played by 
selected, competent and broad-minded psy- 
chiatrists in the education of good physicians. 


It was not nearly so evident, and indeed may be 
doubted, whether there is a comparably high regard 
for psychiatry as a body of scientific principles and 
working hypotheses. [Concern is expressed about] 
the medical student who has been prematurely in- 
doctrinated in some abstract system of psycho-dy- 
namic hypothesis. . . . [The report is frank in saying 
that] the formulation of psychodynamic principles 
in psychiatry, for teaching purposes, has tended 
. .. to outrun the validation process [and] many 
of the bolder dynamic hypotheses ... have not 
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been of a character that made feasible prompt 
scientific validation or rejection(19). 


Were these bold hypotheses presented 
modestly as hypotheses, there would be little 
reason for objection. When presented to the 
medical student or the reading public as sci- 
entific fact established by evidence, they can 
be misleading and detrimental. In seeking 
validation for our hypotheses let us particu- 
larly avoid the popular method of assuming 
that it can be obtained by extending, distort- 
ing, transforming, or conveniently ignoring, 
the actual meaning of the terms in which we 
state our case. This is one of the oldest and 
most obvious forms of casuistry. 

If we find that our patients, consciously or 
unconsciously, have suffered from over- 
whelming fears that their genital organs may 
be mutilated let us report these observations. 
Such an experience should indeed be im- 
pressive and productive of much description 
and detail. But let us not manufacture spe- 
cious evidence for this concept, however 
cherished it may be, by redefining castration 
as all the fears of parental discipline and all 
the social pressures that may exert a restrain- 
ing influence upon a child in his sexual 
activity (20). 

If we play with words, and with facts, so 
loosely and romantically, is it surprising to 
find confident announcements, in the name 
of science, that tax credulity? As one of 
many examples let us here mention publica- 
tion of the discovery that people wear clothes 
only, or chiefly, because men cannot tolerate 
the sight of a nude woman, and that the true 
reason for this is because her anatomy 
arouses in him the (unconscious) terror that 
he will be castrated by his father(21) ? Is it 
possible that medically qualified practitioners 
take such conclusions seriously? If so, how 
are they to apply these beliefs in practice ? 

If proof of the castration complex is as- 
sumed to be established by these methods it 
is not surprising to read in a textbook for 
college students a claim that(22), “The 
threat of castration lies heavily over the indi- 
vidual ... and the first object choice is 
usually homosexual.” If we now take an- 
other step and alter the definition of sexual- 
ity as arbitrarily as the definition of castra- 
tion has already been altered, who can deny 


such a claim? Who can deny any claim if 
words are to be played with in this way? 

We submit the opinion that many of our 
popular concepts, many disputed items of 
psychiatric theory, could be better evaluated 
if investigators and clinicians would avoid, 
or at least use more sparingly and less pre- 
tentiously, the terms dynamic, psychody- 
namics, etc., now almost incessantly recur- 
rent in the literature. Can we expect words 
and concepts which have been so elastically 
applied to so many things to designate any- 
thing accurately? The Conference of Psy- 
chiatric Education (1951) tried to determine 
what could be honestly offered as “the actual 
body of knowledge and theory to be com- 
municated to students in psychiatry courses.” 
Referring to the dynamic principles proposed 
for this teaching, that report says(19) : “The 
terms used were rather broad and general ; 
they were labels on large packages so to 
speak, rather than bills of lading listing the 
contents in detail.” 

If this term dynamic had specificity, if it 
designated a stable, objective referent, would 
it not, even then, be wiser to use it less often? 
Children in grammar school often learn that 
it is not good English usage to keep repeating 
any one word quite so much, or for so long, 
The best of words for the best of things 
can be devitalized by sing-song reiteration. 
Would we not express ourselves more clearly 
if we refrained for a little while from the 
repetition of this cliché and sought other 
words to express the various thoughts, wise 
or foolish, for which we have so long, so 
eagerly, and indiscriminately used it? 

Sober physicians use it when speaking 
about actualities. Their observations, we be- 
lieve, would be better conveyed by more 
specific terms. Much of the reasoning and 
investigation classed as dynamic depends 
upon verbal constructs which can be readily 
manipulated by the accepted rules to furnish 
a specious proof for virtually any assump- 
tion the human imagination might contrive. 
Through torrents of flabby, abstract ver- 
bosity, through tedious and unverifiable spec- 
ulations about pre-Oedipal counter-cathexes, 
gelatinizations of the libido( 23), the contents 
of preverbal memory, embryonic, intrauter- 
ine, traumatic experiences(10, 11, 12), anally 
incorporated parental imagos(24) etc., the 


= 

a 

& 


340 THE DYNAMICS OF ILLUSION [ Nov. 


reader of our psychiatric literature is cheered 
and prodded on by a reiterated and rever- 
berated cry—the enthusiastic chant of dy- 
namics, the dynamics, the psychodynamics. 
This rhythmic note seems to make a music 
that can dominate discussion, and sometimes 
deafen ears to the fact that voluble commen- 
tators are not necessarily talking sense. If 
the magic words are repeated enough, and 
emphasized sufficiently, sober appraisal of 
the argument is often waived. 

How do men of learning and high intelli- 
gence come to accept and to hold with such 
stout faith beliefs for which there is so little 
demonstrable evidence? The dynamics of 
this process may afford a rich field of study 
to a future generation. We lack both the 
knowledge and the boldness to offer a confi- 
dent explanation, Possibly the following 
points may some day be found relevant. 

1. Man’s innate quest for an explanation 
of the unknown often tempts him to devise 
by invention what he cannot discover in 
evidence, 

2. The sincere desire of physicians to treat 
their patients adequately may play a part in 
physicians formulating and accepting theo- 
retical data and misidentifying them as facts. 

3. The mixing of truisms with unproved 
assumptions and the offering of this mixture 
under a single term. 

4. Use of verbal constructs in ever-ex- 
panding exercises of reason or rationalization 
that progressively lose relation to observed 
realities. 

5. Assumptions, when accepted without 
evidence but on faith by the therapist, are 
discovered again and again through symbol- 
ism and other unreliable means of inference 
in the unconscious of patients. In this, one 
sometimes encounters examples of what has 
been called the mechanism of projection. 

6, The common practice of redefining terms 
when real evidence for theory cannot be pro- 
duced; of changing the definitions so that 
the “discovery” is confirmed by including 
commonplace facts with the implausible. 

7. The use of jargon to blur implausible 
concepts and to convey the impression that 
something real is being disclosed. 

8. The gradual and pervasive influence of 
sincerely committed devotees of metapsy- 
chologic creeds on students and disciples who 


are led to feel it is only because of resistance 
that they cannot see evidence for what the 
teacher affirms with such true faith. 

g. Praise of the intellectually elect for 
implausible psychologic creeds that shocked 
the Philistines and therefore appealed to the 
cognoscenti. The initiates of the therapeutic 
cult sometimes take pride in their ivory tower 
status and become extremely overconfident 
about creeds that are more esoteric than 
scientific, 

We offer the suggestion that many of our 
more articulate spokesmen for psychiatry 
today might profitably consider a statement 
made by the sound physician, and perhaps 
currently underestimated poet, Dr. Oliver 
Wendell Holmes(25). He said: 


The best part of our knowledge is that which 
teaches us where knowledge leaves off and igno- 
rance begins. Nothing more clearly separates a 
vulgar from a superior mind, than the confusion, in 
the first between the little that it truly knows, on 
the one hand, and what it half knows an‘ what it 
thinks it knows on the other. 
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DISCUSSION 


P. E. Huston, M.D. (lowa City, Ia.)—This 
paper by Doctors Cleckley and Thigpen protests 
against the loose and extravagant use of the word 
dynamic, and its various hyphenated and polysyl- 
labic forms. The paper also criticizes methodology, 
e.g., dream interpretation to establish “dynamics” 
or psychodynamics. The authors have satirical fun 
with Philip Wylie and his espousal of homosex- 
uality as normal and desirable, based on alleged 
scientific proof; with a Ph. D. in psychology now 
in the private practice of psychoanalytic psycho- 
therapy ; with dynamic interpretations said to reveal 
prenatal trauma, the romance of placenta and em- 
bryo; and with such concepts as castration fear, 
Oedipal complex, and sexual latency. Interpreta- 
tions are so elastic as to create a dynamics of illu- 
sion which bears as little relationship to scientific 
concepts and practice as it does to common sense. 
Instead of playing with words—the word dynamic 
should be used more sparingly and less pretentiously 
and more specific terms should be substituted. 

In discussing this paper it is helpful to remind 
ourselves of the stages in the development of sci- 
ence. The first is descriptive and the second is 
counting and classifying the phenomena in the 
field, the third is an attempt to penetrate beyond 
the phenomena to explain how they come to appear 
as observed and how they are related to each other. 
This latter phase involves hypotheses and theories— 
it is a dynamic phase; a phase which tries to order 
events in causal relationships. In it one deals with 
processes, movement, forces, functions, relations, 
energy, equilibria, activity, reactions, impulses. 
These are concepts or abstractions of factors not 
seen but inferred. To develop a valid dynamic sys- 
tem there must be a constant checking or interac- 
tion between observation and theory—with the 
element of prediction playing an important role. 
And the nearer this interaction process isolates 
variables and approaches the laboratory type of 
control the more convincing the theory becomes. 

In psychiatry—dealing as it does with human 
material which changes constantly, it is hardly 
possible to describe without also thinking dynami- 
ceily. A great advance of the Kraepelin system was 
that it already had entered one kind of dynamic 
phase since it was based on prognosis. The mod- 


ern dynamics deals more specifically with such dy- 
namic terms as; love, hate, anxiety, and defense 
mechanisms. 

Why is it possible for the authors of the Report 
on Psychiatric Education to write “the formulation 
of psychodynamic principles in psychiatry has 
tended . . . to outrun the validation process,” and 
that “many of the bolder dynamic hypotheses . . . 
have not been of a character that made feasible 
prompt scientific validation or rejection?” 

There are many answers to such a question—one 
involves methodology. Dynamics are mainly deter- 
mined in a therapeutic setting where two persons 
interact. As has been frequently stated, this is 
not a research set-up. It is one where the inter- 
action is both verbal and nonverbal. It is influ- 
enced by the conceptualization of the physician and 
patient, regarding the treatment process, the goals 
of treatment, the theoretical orientation of the doc- 
tor, the degree to which attention is focused on 
current interpersonal relationships of the patient— 
or on early experiences with patterns of adaptation, 
defenses, etc. It is influenced also by the physi- 
cian’s ideas about the desirability of insight, cor- 
rective emotional experience, or an analysis of the 
relationship of patient and doctor. 

It is not strange that a therapist will come away 
from the intimate and often intense emotional ex- 
perience of prolonged psychotherapy with profound 
convictions concerning the “dynamics” of the case. 
This conviction is reinforced if the patient seems to 
perceive the dynamics the same way as the physician 
and if improvement in the patient's condition occurs. 
Yet the process often remains complicated and ob- 
scure and thus leads to much distortion in interpre- 
tation. The reporting of therapeutic sessions to an- 
other physician, the hearing of a recording of the 
treatment or seeing a sound movie of it, or observ- 
ing the treatment sessions through a one-way 
mirror reveal such errors. 

It is unfortunately on the basis of distorted ac- 
counts of what is believed to happen in a psycho- 
therapeutic session that generalizations of a specu- 
lative nature are constructed concerning dynamics. 
When the generalizations from a single case are 
transferred to another patient then error becomes 
compounded. 

Many serious students of psychodynamics and 
psychotherapy are now returning to a preliminary 
phase of scientific inquiry—that of the naturalistic, 
where sound movie records of treatment sessions 
are made with independent analysis of this record 
by several students of different training. 

Another answer lies in the rich complexity of the 
material dealt with in psychodynamics. This com- 
plexity makes it hard to bring the patterns of 
adaptation and reaction into proper focus. Still 
another answer consists in the failure of students 
of dynamics to move on to more exact levels of 
scientific inquiry, viz., of controls of various sorts 
and of experiment. There are some beginnings in 
this direction through the use of hypnosis, of drugs, 
and of several types of stress. Until these more 
exact stages are reached we shall not have a more 
convincing scientific dynamic psychiatry. Other 
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answers involve not recognizing the difference be- 
tween dynamics and description, of mistaking mo- 
tivation for etiology, of not taking into account the 
role of biochemic and physiologic factors in dynamics 
and of equating psychodynamics with dynamics. 
Doctors Cleckley and Thigpen are not urging us 
to give up the word “dynamic” altogether—they 
are saying rather that we should have more proof, 
that we be more specific, that we tie our hypotheses 
to observed fact, and that we be more self-critical. 
There can be a proper use as well as an abuse of 
the word “dynamic.” With this we can all agree. 


A. B. Stroxes, M.D. (Toronto, Canada).—This 
paper represents vigorous contention within the 
psychiatric group. It is a strong dissent from prac- 
tices which, in the view of the authors, provide 
unwarranted conclusions for both psychiatric anJ 
lay consumption. The consequences are distortions 
of value systems, with debasement of scientific cur- 
rency on the one hand, and on the other a maleficent 
authority in social communication. 

The nub of the concern is the soundness or yali- 
dation of interpretations made from material im- 
parted in the circumstances of the interview. As a 
field study the interview presents special, but not 
impossible, difficulties for the one member—namely 
the psychiatrist—whose job it is to grope for an 
honest version of the truth. The special difficulties 
are the abstract shifting qualities of spoken words 
with their circumstantial extensions and retractions 
of meaning: the possibilities, difficult though they 
be, are the unraveling of a theme of living adjust- 
ment, personal to the patient and more or less un- 
contaminated by the physician’s bias. How far, at 
the present time, are the interview field workers 
proceeding by methods of calm induction? ; How 
far is there a brash assertion of deductive presump- 
tion? 

It will be agreed that some—too many—asser- 
tions appeal more to credulity than to a good critical 


judgment, and the authors have advanced their 
instances of credulous plausibility. However, the 
error is too pointedly directed to “psychodynam- 
ics”: it exists also in the areas of “physiodynamics” 
and “sociodynamics.” In fact the kind of error may 
be thought of as a hazard intrinsic to any fluid 
phase of development from one pattern of data 
arrangement to another more comprehensive sys- 
tem: the error issues not so much from the fluidity 
of the phase as from too early a form forced by an 
overbearing dictate. 

Perhaps the dictate does intrude in the growth 
processes of psychiatry: if so the place of eradica- 
tion is in the training and research institutions and 
the place of rejection in the journals. The con- 
sensus of what are the facts will continue to be the 
protection against the promotion of illusory beliefs. 

The authors (despite the ambiguity of a title!) 
have honored this group by a forthright presenta- 
tion of their views which will command a deserving 
attention. 


Hervey M. Crecxiey, M.D., and Cornerr H. 
Tuicpen.—We are grateful to the discussants for 
their interesting and stimulating comments. We, 
too, feel that in personality study “the rich com- 
plexity of the material dealt with” imposes a pe- 
culiar difficulty, that error commonly arises through 
“mistaking of motivation for etiology.” When the 
motivation is neither conscious nor demonstrable, 
but merely assumed according to some unverified 
rule of thumb, the compounded probabilities of 
error become boundless. We agree that psychiatry 
is in “a fluid phase of development” and believe 
that much of the folly and moonshine accepted 
today without evidence as the fruit of science has 
its origin in the fact that “too early a form” has 
been “forced by an overbearing dictate” upon the 
popular theories and methods so enthusiastically 
proclaimed as dynamic. 
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THE USE OF FRENQUEL IN THE TREATMENT OF DISTURBED 
PATIENTS WITH PSYCHOSES OF LONG DURATION * 


F. RINALDI, L. H. RUDY, ano H. E. HIMWICH, M.D. 
Ga.essurs, 


Frenquel* or alpha-4-piperidyl diphenyl 
carbinol hydrochloride is the gamma isomer 
of Meratran.* Despite the structural resem- 
blance between the two drugs, pharmaco- 
logically their actions are entirely different. 
Unlike Meratran, which increases activity in 
laboratory animals(1) and is a stimulant for 
human beings(2, 3), Frenquel diminishes 
spontaneous activity in animals(4). We 
therefore thought it important to determine 
whether or not Frenquel evokes the same 
tranquilizing effect in human beings as it does 
on laboratory animals. For that reason we 
decided to study the effects of Frenquel on 
disturbed patients. 


METHODS 


In order to observe patients with a rela- 
tively poor prognosis, unlikely to reveal 
sudden changes, we chose patients with long 
histories of hospitalization. The average du- 
ration from the time of commitment was 17} 
years with a range from 2 years 2 months to 
39 years 2 months. They were all disturbed 
and were divided according to sex into two 
wards, 24 female and 16 male, though one of 
the latter sustained a fracture and was elimi- 
nated from the investigation. 

The study began with the clinical evalua- 
tion of each patient in accordance with the 9 
criteria listed in Table 1. As can be seen in 
the table, in most instances the 9 broad classi- 
fications were divided into subgroups. By this 
method a psychiatric profile of the person- 
ality structure was obtained for each of the 
patients under observation. During the entire 
period of the study rounds were made twice 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J, 
May 9-13, 1955. 

2 Frenquel, previously designated as MER-17, is 
the trademark of the Wm. S. Merrell Company, 
Cincinnati, Ohio, for alpha-(4 Piperidyl) diphenyl 
carbinol Hydrochloride. 

* Meratran is the trademark of the Wm. S. Mer- 
rell Company for alpha-(2 Piperidyl) diphenyl 
carbinol Hydrochloride. 


daily to determine any changes in the pa- 
tients. At the end of the second week the 
research staff again made clinical evaluations 
of the patient’s condition with special regard 
to possible alterations of the psychiatric pro- 


TABLE 1 


PsycriaTric Prorice 


. Activity 
A. Overactivity or hypoactivity 
B. Mannerisms and stereotypies 
C. Abnormal quality of motor performances: 
catatonia 
D. Impulsive activity and aggressiveness 


. Talk 
A. Amount 


. Thought 

A. Production, amount and mode 
I. poor, rich 
2. slow, fast 
3. flight of thoughts 

B. Content: delusions 

C. Dissociation 

Perceptions 

A. Hallucinaticns 


. Mood—A ffectivity—Emotions 
A. Euphoria, elation 
B. Sadness 
C. Anxiety, Tension 
D. Bad mood, irritability 
E. Apathy and flatness 


. Interpersonal Relationships—Social Attitude 
A. Appropriateness 
B. Friendliness, hostility, distrustfulness 
C. Autism, withdrawal, passivity 
D. Negativism 
E. Ward adjustment 
. Capacity for Critical Judgment 
A. Insight 


B. Realistic grasp 
C. Planning 


. Sleeping and Eating Habits 


. Physiological Observations 
A. Weight 
B. Heart rate 
C. Blood pressure 
D. Pupillary diameter 


I 

3 

4 

5 

6 

9 
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FRENQUEL IN CHRONIC PSYCHOSES 


file. During the fourth week each period was 
completed with another clinical evaluation. 
The observations of the attendants were 
taken into consideration in making these 
evaluations. 

The plan of study is presented in Table 2: 
Following the first period of placebo (period 
1) group 1 received the test medication while 
group 2 remained on placebo for the second 
period. The dosage of Frenquel was 10 mg. 
b.id. During the third period the patients 
formerly on placebo were given Frenquel 
while those who had been taking Frenquel 
were changed to placeb:. For the fourth 
period all patients were on the placebo. 

In the evaluation of the patients we em- 
ployed the double-blind method. Thus neither 
the physicians evaluating the clinical condi- 
tion of the patients, the attendants, nor the 
nurses, knew who was on and who was off 
the drug. This also applied to the patients 
who were unaware of whether or not they 
were taking the drug since placebo and drug 
look exactly the same. Only a member of the 
laboratory not otherwise associated with this 
investigation held the key in regard to these 
groups and that person also managed the 
distribution of the medication.‘ 

After the fourth period was over, we sum- 
marized our clinical evaluations and then the 
code was broken to determine the correlation 
between our findings and the administration 
of the drug. In other words, did the drug 
improve the patient, make him worse or leave 
him unchanged? Furthermore, it was im- 
portant to find out in what categories the 
changes or lack of changes were observed. 


RESULTS 


In general we may say that 21 of our 39 
patients exhibited definite improvements. In 


4 We wish to thank William T. Sullivan for his 
aid in managing the arrangement and distribution 
of the medication. 


TABLE 2 
PLAN oF Researcn 


an additional 7 the improvements were doubt- 
ful for reasons given below. Eight others 
remained unchanged and 3 became worse. 
(See Table 3). 

The 21 improved patients may be divided 
into 2 groups according to different criteria. 
For example, 14 showed beneficial effects at 
the end of the second week of medication, 
while in 7 the full 4-week period was required. 
Perhaps of more importance is the fact that 
in 9 of our patients the improvement was 
marked. For example, one patient who had 
been on the ward full time was able to go to 
occupational therapy. Moreover she could 
not maintain this activity when placebo was 
substituted for the medication. Another one 
exhibited a striking mitigation of her hallu- 
cinations and delusions. These became less 
compelling so that she was able to discuss 
other matters than her psychotic aberrations 
and do so in realistic fashion. In the remain- 
ing 12 patients of this group the amelioration 
in the symptoms was evident too, but not to 
the same extent. 

The 7 patients who showed a doubtful im- 
provement can also be divided into 2 groups. 
Three patients improved definitely on Fren- 
quel but they did not display a return to their 
initial condition within the succeeding 4-week 
placebo period. The results in these patients 
were included among the doubtful ones be- 
cause the improvements might have been due 
to swings in the patient’s behavior that could 
have occurred without the drug. But it is also 
possible that these 3 patients exhibited drug- 
induced beneficial effects that were main- 
tained for periods longer than those of the 
other patients who had revealed improve- 
ment. In 4 others the beneficial effects were 
so gradual that we could not be sure of them 


TABLE 3 


CorreLATION Between D1aGnostic CATEGORIES 
AND Errects or Frenquet 


Results 
Improved ... 
Doubtful im- 


[Nov. 
Period Weeks Group I Group II mo 
Placebo Placebo 5 4 2 21 
10 mg b.i.d. provement .. 2 4 I 7 
Placebo Frenquel Unchanged ... 2 1 1 3 1 8 
tomg bid. Worse ....... 3 3 
4 @ Placebo Placebo 10 6 5 I 39 
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until the patients were replaced on placebo 
when they rapidly became worse and re- 
turned to their original status. The third 
group, consisting of 7 patients in whom we 
found no significant change, requires little 
comment and 3 patients whose symptoms be- 
came more florid will be discussed below. 

Changes in the psychiatric profile asso- 
ciated with Frenquel.—In our disturbed pa- 
tients, most of whom were overactive, the 
beneficial effects produced by Frenquel were 
easily observed in the sphere of activity. 
Twenty-one patients were rendered less 
active while 4 exhibited greater activity. An- 
other widespread improvement among our 
patients was that in ward adjustment which 
includes such interpersonal relationships as 
cooperation with attendants and a friendlier 
attitude toward other patients. Thus 21 im- 
proved in ward adjustment though 3 became 
worse while on medication. Another gratify- 
ing result was found in appropriateness, 12 
patients became more appropriate in their be- 
havior and thoughts. Other features of the 
psychiatric profiles were also bettered though 
in lesser number. For example, feelings of 
hostility diminished in 11 patients and be- 
came more intense in 3. Similarly the mood 
was improved and became lighter and friend- 
lier in 10 patients though there were changes 
in the reverse direction in 4. Still other de- 
sirable features of medication were a diminu- 
tion in mannerisms and stereotypy in 7 pa- 
tients. Six became less dissociated in their 
thoughts. Hallucinations and delusions each 
diminished strikingly in intensity in 5 pa- 
tients. Apathy and flatness became less 
marked in 5 others. There were no consist- 
ent changes in heart rate or blood pressure. A 
few patients gained weight while on medica- 
tion but this was not a constant finding. 
Finally, it should be pointed out that 26 of 
our patients showed a return to premedica- 
tion behavior on placebo. 


DISCUSSION 


In the evaluation of our results it should 
be stressed that they were obtained using 
the double-blind method. The investigators 
were entirely unaware of whether the pa- 
tients were on Frenquel or on placebo until 
they had committed themselves in writing on 
the status of each patient. In this manner 


any bias either for or against the drug could 
be eliminated. 

A review of Table 3 shows, in the first 
place, that we had 17 patients with paranoid 
reactions, 10 with hebephrenic ones, 6 with 
mixed hebephrenocatatonic reactions and 
one patient with involutional depression. It 
will be seen that sure signs of improvement 
appeared in each of the first 4 diagnostic 
categories with a total of 21. In view of the 
fact that these patients had been in hospitals 
for many years and had poor prognoses, such 
results are indeed encouraging. In 7 other pa- 
tients improvements were also noted. If these 
2 groups are taken together they would in- 
clude 28 patients thus making a total of 72% 
representing all the improvements. Another 
8 or 20% remained unchanged while 3 or 
8% became worse. The 3 patients whose 
symptoms were aggravated all possessed 
paranoid reactions: since 12 patients with 
similar diagnoses did exhibit improvement, 
the 3 untoward responses cannot be con- 
sidered characteristic. 

Another point requiring discussion is the 
length of time the improvement continues 
after the cessation of Frenquel administra- 
tion. In most instances changes for the worse 
began in a day or two, In all patients except 
the 4 included among the doubtful improve- 
ments all evidences of medication disap- 
peared within a period of 2 weeks. 

Fabing(5) has studied the effect of Fren- 
quel in other conditions and kinds of patients 
than in the present study. He has observed 
favorable results in many patients who were 
either in the first attack or in the beginning 
of a new exacerbation. Thus Fabing’s con- 
clusions for acute patients are, on the whole, 
like those obtained from our chronic patients. 
The remissions observed in his patients, how- 
ever, permitted the afflicted individuals to re- 
turn to their usual activities. How many of 
our chronic patients could have done so if 
maintained on Frenquel for a longer period 
is a matter for future investigation. 

This drug is good not only for what it does 
but also for what it does not do. So far it 
has produced no deleterious side reactions. 
There are no apparent effects other than 
those on behavior, Frenquel did not display 
any hypnotic action to account for its tran- 
quilizing effect, nor did it cause a fall in blood 
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pressure nor alteration in heart rate. No 
changes were observed in the function of 
viscera nor in that of the vegetative nervous 
system including its central representation, 
especially the hypothalamus as well as its two 
peripheral subdivisions: sympathetic and 
parasympathetic. 

What then is the mechanism of the im- 
provements produced by Frenquel? A sug- 
gestion comes from the work of Rinaldi and 
Himwich(7) based on the experiments of 
Fabing(6) who evoked model psychoses with 
the use of lysergic acid diethylamide (LSD- 
25) and mescaline. On these experimental 
episodes Frenquel had a marked therapeutic 
effect. When Rinaldi and Himwich(7) ad- 
ministered either LSD-25 or mescaline to 
rabbits, characteristic changes were wrought 
in the electroencephalogram which revealed 
an activated picture (with low voltage fast 
activity). This activation, however, could 
also be evoked by other drugs such as am- 
phetamine, Dexedrine, DFP, and Meratran. 
When Frenquel was given subsequent to any 
one of these latter drugs electroencephalo- 
graphic alterations remained uninfluenced. 
On the other hand, the changes produced by 
mescaline or LSD-25 were eliminated and 
the normal EEG was restored. 

So far the only experimental datum on the 
central action of Frenquel is its antagonism 
to the C.N.S. effects of hallucinogens. The 
electrical picture induced by the hallucino- 
genic agents is similar to the pattern of alert- 
ness which is due to activity of the mesodi- 
encephalic activating system. Frenquel is not 
a depressant of the mesodiencephalic activat- 
ing system(8). The property of Frenquel of 
antagonizing the effects of hallucinogens, and 
perhaps its beneficial results in human psy- 
chosis, may be due to a more or less general- 
ized action on the function of different struc- 
tures of the C.N.S. The restoration of a 
normal electrical pattern in the animal that 
has received LSD-25 or mescaline is a testi- 
mony of this action. It is also a possible ex- 
planation for the amelioration of model psy- 
choses. The latter are associated with 
hyperactivity of the mesodiencephalic activa- 
ting systern as revealed by the changes of the 
electrical activity of the brain. Frenquel, by 
antagonizing the hallucinogenic drugs in some 
unknown way, restores to normal the activity 


of the mesodiencephalic activating system 
thus relieving the cortex from an excessive 
amount of stimulation. Such an action does 
not exclude the possibility that the symptoms 
of model psychosis are brought on by effects 
of the hallucinogens on other parts of the 
C.N.S, namely the cortex where their action 
may also be corrected by Frenquel. 

At this point it is worthwhile to recall the 
“choppy” rhythm observed by Pauline Davis 
(9) in the EEG of psychotic patients, chiefly 
schizophrenics. The quality of “choppiness” 
is revealed in irregular low voltage fast 
rhythms with frequencies of 25-50 c/s in 
records that show very little or poorly or- 
ganized alpha rhythm. Davis(10) observed 
this pattern in 61% of schizophrenics. Ac- 
cording to Davis “this disorganized choppy 
activity indicates primarily an overstimula- 
tion or irritation of the cortex due to unsyn- 
chronized activity within the CNS”. 

This type of rhythm with poorly synchro- 
nized alpha and the presence of fast activity 
strikingly recalls the desynchronized pattern 
that is effected by hallucinogens. In fact 
Davis(10) with Sulzbach was able to produce 
choppy rhythms by the administration of 
mescaline, and Gastaut and others(11) also 
studying the EEG of human subjects report 
that the administration of LSD gave rise to 
changes in alpha rhythm which exhibited 
acceleration and disorganization and decrease 
of voltage as well as the appearance of fast 
low voltage activity. 

The similarities between the EEG findings 
in schizophrenic patients and the EEG altera- 
tions evoked by hallucinogens in humans are 
striking. But their significance and relation- 
ships to the psychotic manifestations cannot 
be properly assessed at present. One can- 
not say whether this desynchronization is due 
to a cortical disorder or whether it stems 
from an abnormal activity of the mesodi- 
encephalic activating system, which we know, 
regulates diffusely the electrical activity of 
the entire brain. Possibly both hypotheses 
are true in part, and the cortex or some other 
brain area may be considered as a source of 
stimulation for the activating system which 
in turn produces or enforces the cortical 
desynchronization. Such an interaction be- 
tween the two parts of the brain would tend 
to maintain a vicious cycle, or, as it may be 
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termed, a positive feed-back. We do not 
know whether Frenquel can correct the EEG 
changes observed in psychotic patients. This 
may be possible, however, because we know 
that Frenquel ameliorates the symptoms of 
schizophrenic patients, wipes off the psychotic 
symptomatology induced by hallucinogenic 
drugs and corrects the changes of the cere- 
bral electrical activity created by hallucino- 
gens in experimental animals. 

A suggestion for the mode of action of 
Frenquel can be sought in recent pharmaco- 
logical data on the mode of action of LSD 
and of mescaline. In our laboratory Costa 
(12) has studied the effects of several drugs 
on the serotonin-induced contraction of the 
rat’s uterus. He confirmed the observation of 
Gaddum and Hameed(13) that LSD inhibits 
serotonin, but he also demonstrated that LSD 
in concentrations lower than the inhibiting 
one and comparable to those that produce 
experimental psychosis in man, facilitates the 
action of serotonin. Costa also found that 
mescaline, in pharmacologically significant 
concentrations, always augments the sero- 
tonin induced uterine contraction, while 
Frenquel as well as the other tranquilizing 
drugs, reserpine and chlorpromazine, inhibit 
serotonin, Proceeding on the assumption that 
serotonin plays a role in brain physiology 
we may suggest that the hallucinogenic ef- 
fects of mescaline and LSD are due to sero- 
tonin-facilitating properties. The correction 
of LSD-induced psychosis by Frenquel and 
probably the beneficial effects of Frenquel in 
chemical psychiatry may be attributed to its 
ability to inhibit serotonin. 


SUMMARY AND CONCLUSIONS 


In this double-blind study of the effect of 
Frenquel on 39 chronically hospitalized dis- 
turbed psychotic patients, the investigators 
were entirely unaware of whether the pa- 
tients were receiving Frenquel or the placebo 
until after they had committed themselves on 
the patient’s status. Despite the long-stand- 
ing nature of the disturbances in behavior 
significant improvement was observed in a 
large proportion of the patients with various 
types of schizophrenic reactions. We feel 
these results are most encouraging for fur- 
ther use of this drug in patients with psy- 
choses. 
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DISCUSSION 
VERONICA Penninoton, M. D.( Whitfield, Miss.). 


—Before we can judge improvements or worsening 
in our patients we must have a standard, a com- 
mon ground from which to make judgment. The 
psychiatric profile is such. The word “normal” is 
a stumbling block just as are the words “sane” and 
“insane.” There are many versions of each. But 
there is a line, zig-zag though it may be, that di- 
vides the normal from the psychotic. Therefore if 
we have a normal psychiatric profile we can more 
accurately evaluate the condition of our patients. 
A normal profile should include psychological norms 
and the ability to be responsible for self, body, and 
mind, which takes adult critical judgment and the 
energy to use it. 

The psychotic profile would be more specific if 
it indicated the degree of the symptoms from 1 plus 
to 4 plus. Two profiles would make the term “re- 
stored” meaningful. However, since the work under 
discussion is short-term the profile used is adequate. 

The double-blind method of investigatory work 
is admirable unless it becomes top-heavy, more tape 
than results. The periods of placebo in this research 
immediately following renquel are nullified unless 
the hang-over effects of this drug are not as lasting 
as that of reserpine, chlorpromazine, and Miltown 
which maintain the improved condition from 4 days 
to 4 months and probably longer in my experience 
Fabing states “Frenquel’s blocking ability has not 
been determined but may prove to be a week or 
more.” Dr. Himwich finds that all improvement 
disappeared in 2 weeks after medication was stopped. 
The small dosage may account for that. 
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Improvement of a sustained quality and quantity 
sufficient to be of value to the patient or to those 
concerned with him is readily discernible to a staff 
of workers who know their patients for a year or 
more and will dissipate prejudices and bias. This 
makes past conduct a good control. Last year’s 
sleep charts and behavior charts make excellent 
controls as does the information gleaned from a 
good attendant who has known the patient for at 
least several months. In new cases past experience 
with similar types will serve as well as another case 
selected because of similarity. 

Any placebo improvement is not sustained. Con- 
trols, of course, are a necessity particularly in 
beginning work on a drug, but emphasis should be 
placed on the drug, not the placebo. 

The lack of side effects is an admirable quality if 
the low dosages given will effect a maximum re- 
turn to mental normality which usually requires 
large dosage with resultant side effects. 

Can we judge the mechanism of Frenquel by its 
action on model psychoses produced by lysergic 
acid, mescaline, LSD-25, or any other hallucinogenic 
drug? Certainly a newly developed psychosis does 


not produce the regression of habit patterns that 
a 10- to 15-year psychosis nor that a newly evident 
psychosis months or years in the making does, and 
rehabilitation of the social graces such as eating 
with a fork must be accomplished even after the 
delusions, hallucinations, violent and combative con- 
duct, denuding habits, coprophagia, disorientation, 
etc. have succumbed to the medication. 

The LSD-2s5 psychoses I have observed resemble 
natural psychoses and their symptoms vary with 
the personality of the patient even though they all 
resemble schizophrenia, and there is a similarity as 
shown by the hyperactivity of the mesodiencephalic 
activating system demonstrated by changes of elec- 
trical activity of the brain, which natural psychoses 
also show. But until the two psychoses are proven 
identical and natural psychoses become difficult to 
find the latter should be used since they are the ones 
we hope to improve. 

The very limited numter of patients used in this 
work, the small dosage given, and the short period 
of medication make this a valuable work prepara- 
tory to more prolonged, more intensive future in- 
vestigation, as Dr. Himwich has said. 
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LOW NORMAL INTELLIGENCE AND SCHIZOPHRENIA 


H. FELLNER, M.D., ano P. L. WEIL, M.D. 2 
NotTiNGHAM, ENGLAND 


In 1911, when Eugen Bleuler(3) pub- 
lished his monograph “Dementia Praecox or 
the Group of Schizophrenias,” he had to 
write: “...we do not know what the 
schizophrenic process actually is.” Today, 
in spite of the great amount of research and 
the many theories that have been put for- 
ward, we have to admit that the cause of this 
condition is still obscure. 

In the same monograph, Bleuler also indi- 
cates that the subdivision of the group of 
schizophrenias would be a task for the future. 
Perhaps this is a task that has not received 
sufficient attention. As there is no known 
cause, or causes, the subdivision cannot be 
on etiological grounds but must remain em- 
pirical; however, we still use the same old 
subdivisions of hebephrenia, catatonia, para- 
noid schizophrenia, schizophrenia simplex in 
spite of their well established insufficiencies. 
It is accepted that these are not really so 
many subgroups but rather clinical entities 
based on the grouping of symptoms as shown 
at the time of the diagnosis, 1.e., a cross sec- 
tion of the case. Already 40 years ago 
Eugen Bleuler had stressed that the psycho- 
pathological aspect of the individual case 
changes quite frequently and must then be 
allocated sometimes to this subgroup, some- 
times to that. 

The task yet to be done is to separate 
other groups, according to new criteria. This 
should help, if not in breaking down the 
schizophrenias into several different diseases, 
at least in guiding us in our therapeutic 
efforts and in prognosis. 

After several years of experience with in- 
sulin coma therapy on schizophrenic patients 
in this hospital, we have come to the conclu- 
sion that one such group could perhaps be 
formed, having one common feature that has 
been neglected in previous surveys, a feature 
that appears to have an unfavorable effect 


1 Respectively, junior hospital medical officer and 
2 psychiatrist, Mapperley Hospital, Nottingham, 
England. The authors express their thanks to 
Dr. D. Macmillan, Physician Superintendent, who 
supported and advised this investigation. 


on the course of the disease. The vast 
amount of literature on the treatment and 
prognosis of schizophrenia seldom contains 
reference to the patient’s intelligence level, 
when it remains within normal limits. The 
present survey is of patients belonging to 
the lower stratum of what is considered “the 
normal variations of human intelligence” (4, 
6, 24). These were dull persons in whom 
we could find, by investigation and careful 
history taking, neither any obvious familial 
inheritance of mental defect nor any prenatal 
injury, birth trauma, or postnatal injury or 
disease of significance. Their I.Q. was be- 
tween 75 and 85, and the level of their social 
and scholastic achievements was corre- 
spondingly low. 


METHOD 


The psychometric tests employed by the 
hospital's psychologist, Dr. J. Kamieniecki, 
consisted of: Mill Hill Vocabulary—Syno- 
nyms ; Raven’s Progressive Matrices ; Koh’s 
Block Designs. These tests were selected 
mainly for the following reasons: (1) They 
do not call upon the necessity of verbal com- 
munication which in cases of schizophrenia 
is often difficult and impaired owing to emo- 
tional blocking. At the same time the Mill 
Hill Test provides reliable data in respect of 
the patients original verbal capabilities ; the 
wealth or paucity of vocabulary is also an in- 
dication of the cultural level of his back- 
ground. (2) The nonverbal tests have a 
high saturation with “G” factor and belong to 
the group of “culture-free” tests, thus being 
applicable independently of the patient’s 
academic or social standing. (3) When a 
patient’s tolerance of the abstract task of 
Progressive Matrices Test was low, we at- 
tempted to supplement or even replace it by 
the concrete and tangible constructional 
Koh’s Block Design Test. The latter was, 
however, inapplicable when the patient was 
grossly retarded and withdrawn. In such an 
event the untimed “Matrices” were of 
greater service. 
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All the tests were administered individu- 
ally to each patient. The manner of attack 
was then observed and thus supplementary 
qualitative data were provided. 

The final consideration was the increased 
fatigability of patients undergoing insulin 
coma therapy. The tests employed consumed 
less time than the Wechsler Bellevue Scales, 
usually employed in this hospital, and al- 
lowed the patient some relaxation during the 
administration of the tests. 

The results of the tests were compared 
with data indicating the patient's intellectual 
level from his life history prior to admission 
to hospital (i.¢., scholastic attainments, posi- 
tion in trade or profession, rank in the serv- 
ices, range of interests, hobbies, etc.). 

The clinical diagnosis of schizophrenia, as 
defined by Henderson and Gillespie(14), 
was made after adequate investigation and 
observation. Diagnostically difficult cases 
were discussed at a clinical conference where 
the diagnosis was agreed upon. The mani- 
festations of schizophrenia in the “dullard” 
were found to be not essentially different from 
those observed in persons of a previously 
normal intelligence. This was only to be 
expected since in the definition given above 
the “dullard” still falls within the range of 
normal! intelligence. 


TREATMENT 


The patients were treated throughout the 
study in a separate insulin coma therapy unit 
under the same physician and the same 
trained nursing staff. Six male and 6 female 
patients were treated simultaneously. Insu- 
lin coma therapy was given 6 days a week, 
a full treatment course consisting of about 50 
to 60 comas (average 56.7). The depth of 
the hypoglycaemia was judged to have 
reached coma level only when there was 
absence of corneal reflexes after previous dis- 
appearance of purposeful response to strong, 
painful stimuli. Duration of coma was in- 
creased gradually to 70 minutes (average, 


454 minutes) and was terminated by a glu- 
cose feed through a nasal tube. The total 
duration of the hypoglycaemia from the time 
of insulin injection usually was not allowed 
to exceed 44 hours. In 10 patients insulin 
therapy was augmented by electroplexy and 


from 3 to 10 electrically induced convulsions 
produced in each case. 

The patients lived together in a small sepa- 
rate ward. Insulin treatment was supple- 
mented by group activities, intensive occupa- 
tional therapy, and supportive psychotherapy. 
Patients reported here were not treated as a 
separate group but were selected because of 
their low level of intelligence, and results of 
their treatment were abstracted from 235 
patients treated between 1947 and 1952. 


CLASSIFICATION OF RESULTS 


The results of treatment were assessed in 
2 stages. The first refers to assessment on 
discharge from the therapy unit, which was 
made according to the official classification 
(Mental Health Service) of “recovered,” 
“relieved,” and “not improved.” The second 
stage refers to assessment after a lapse of 
18-36 months. For this purpose we used the 
5 groups outlined by Guttmann, Mayer- 
Gross, and Slater(11): Group 1—Total re- 
covery (freedom from symptoms and signs, 
return to previous social environment and 
to previous or to an equivalent occupation) ; 
Group 2—Social recovery (return to previ- 
ous social environment and to previous or 
equivalent occupation, in spite of presence of 
minor signs and symptoms, such as irrita- 
bility, shyness, shallowness of affective re- 
sponse, etc.) ; Group 3—Social defect (pres- 
ence of minor symptoms, as above, incapacity 
to carry out work at previous level, and fail- 
ure to maintain self in the same degree of 
social adaptation) ; Group 4—Family inva- 
lids (presence of well-marked symptoms, in- 
capacity to carry out any useful occupation, 
but manageable at home) ; Group 5—Hospi- 
tal invalids (the inmates of mental hospitals, 
some continuously since end of treatment, 
some relapsing after temporary recovery). 
The two classifications were related to each 
other by accepting “recovered” to correspond 
to groups 1 and 2 of the Guttmann, Mayer- 
Gross, and Slater classification, and “re- 
lieved” to correspond to group 3, whilst “not 
improved” equal groups 4 and 5. 

The results were further subdivided ac- 
cording to the duration of the psychosis at 
the time treatment was started. If a patient 
had had one or several psychotic attacks 
prior to admission, then duration was based 
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on the occurrence of the first overt symp- 
toms, and not on the beginning of the last 
relapse. Separate figures for male and female 
patients are given. Age distribution, counted 
from the onset of the psychosis, is given in 
Table 1. 


RESULTS 


Table 2 is compiled from an assessment of 
results achieved with 30 “dullards” who re- 
ceived a full course of insulin coma therapy. 

Of 17 patients with duration of less than 
I year, only 5 made a total or social recovery. 
This is a very poor result compared with the 
response that can usually be expected in 
“fresh” cases. Although statistics and ar- 
ticles about the results of insulin coma 
therapy published during the last 15 or 20 
years differ greatly among themselves and 
are not always comparable, a number of criti- 
cal reviews of the published material have 
been made (7, 17, 21, 27) and bring out 
agreement on at least 2 points: (1) Spon- 
taneous and lasting remission sets in without 
treatment in about 20-25% of all “fresh” 
cases, i.e., with a duration of under 1 year; 
(2) the immediate results for insulin-treated 
patients with a psychosis of less than 1 year’s 
duration are between 70% and 85% total 
and social remissions. 

Not only the immediate response to treat- 
ment of these dull patients was unsatisfac- 
tory, but an even more serious picture pre- 
sents itself on assessment of our results after 


TABLE 1 
Ace or Onset ror MALE AND FemMate PATIENTS 


Age at onset 
17-20 years 
21-25 years 


31-35 years 


TABLE 2 


Resutts ON COMPLETION OF TREATMENT 


Num- Recov- Re- Not Im- 
bers ered lieved proved 


psychosis 

Under 6 months. . {§ he 3 
6-12 months 2 1 

Over 3 years.... 


Duration of 


4 
I 
2 
I 
2 


a lapse of time. The follow-up, which was 
comparatively short, ranging from 18 to 36 
months, was conducted in the following man- 
ner; On discharge from hospital, patients 
were given after-care appointments and some 
concerned in this survey have been attending 
our after-care clinic regularly, at various in- 
tervals, up to the present date. Supple- 
mentary information was received from visits 
by our social workers and from interviews 
with relatives. For the assessment of the 
present condition of patients outside Not- 
tingham, and who could not be seen person- 
ally by the psychiatrist, a questionnaire was 
sent to the mental health department of the 
local authority with a request to interview 
the patient and his relatives and to report on 
the points raised in the questionnaire. 

In view of the rather short follow-up (18- 
36 months) we must consider the results in 
Table 3 as still too optimistic and further 
relapses will have to be expected. Yet al- 
ready a severe deterioration of the quality of 
our results is clearly discernible. There is 
a marked shift to the right, to the unfavor- 
able groups. Of 7 patients classed “recov- 
ered” on completion of treatment, only 2 
could be retained as “social remissions” after 
a lapse of 18-36 months. The number of 
family invalids and hospital invalids has risen 
from 10 to 20. In the middle group (social 
defect—trelieved) only 8 of 13 remain. It is 
of further importance to note that the “shift 
to the right” is equally serious in the “fresh” 
cases (duration of the psychosis below 1 
year) who ought to have the more favorable 
prognosis. Of the 13 patients who were 
classed as “recovered” or “relieved” in 
Table 2, only 7 remain in groups I to 3. 

For further comparison see Table 4, 
which shows the results that have been 


TABLE 3 
Resutts Arrer Fottow-up 
Results—Groups 
psychosis 
Under 6 months.. { y 


2 


1-3 years 


Over 3 years 


| 


| 
Male Female Total 
I 
3 
6-12 months ..... @ — — - 
I 9 32 - 
I { 
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achieved at the same insulin coma therapy 
unit with patients of originally average nor- 
mal intelligence. In 1950, we had the maxi- 
mum number of dullards among the schizo- 
phrenic patients who received the full course 
of treatment (12 out of a total of 42 pa- 
tients). The results obtained in the other 
30 patients, and after a follow-up of 24-36 
months, are recorded in Table 4. 

The difference in the response of the dul- 
lard and the patient of previously normal in- 
telligence is brought out quite clearly in a 
comparison with the last 2 tables. In Table 
4 about one-half of the cases (14 in 30) are 
in groups 1 and 2, as against less than one- 
tenth (2 in 30) in Table 3. Even more im- 
portant is the difference in the “fresh” cases : 
2 of only 18 in grouns 1 and 2 in Table 3 as 
against 11 out of 14 in Table 4. 


DISCUSSION 


Only a small series of 30 patients is pre- 
sented which does not allow one to draw 
definite conclusions. Comparison of our 
findings with those of other psychiatric hos- 
pitals will be necessary to assess their sig- 
nificance. However, the great discrepancy 
between the results achieved in schizophrenic 
patients of originally average normal intelli- 
gence and “dullards” appears to be real, and 
we consider the prognosis very unfavorable 
in the latter case. 

The unfavorable results were rather sur- 
prising, for we can think of no hypothesis to 
account for them. The “dullard” as described 
above is a social classification, and does not 
constitute a pathological condition, Also, the 
dullard can have, and frequently does have, 
a very good prepsychotic personality in spite 
of his dullness. It is true that intelligence 
constitutes one of the aspects of personality, 


TABLE 4 
Patients Previous NorMat INTELLIGENCE 


Numbers 


Results —-Groups 
Zz 


Duration of 
psychosis 


Under 1 year.. 


I-3 years 


| we.) 


le leet wel 


Over 3 years.. 


but from the point of view of prognosis one 
is usually more concerned with the patients’ 
previous habits of reaction, his adequate or 
inadequate adaption to the spheres of his 
work, his social and sexual adjustment, etc. 

It might be considered possible that the 
“dullard” experiences a greater amount of 
stress in facing life than a person of average 
intelligence. Yet it was shown for instance 
during the second World War that, if men 
of lower intelligence showed a psychopatho- 
logical reaction to stress, it generally took the 
form of hysterical manifestations, of psycho- 
neurotic reactions, or delinquent behavior. 
Only very few developed a psychosis(5, 33). 
It is most unlikely, in our opinion, that the 
dull intelligence in itself predisposes to 
schizophrenia, but we have not been able to 
trace any statistical data on this point. Of 
the 235 schizophrenic patients treated at our 
insulin coma unit since 1947, only 31 could 
be classed as “dullards.” * 

If schizophrenia in a dullard is different, 
as far as prognosis is concerned, from schizo- 
phrenia in a person of originally average in- 
telligence, it is also different from the schizo- 
phrenic reaction in an adult mental defective 
which in itself is usually of an acute transi- 
tory nature: episodes of excitement with de- 
pression, paranoid trends or hallucinatory 
attacks; the rate of recovery is accordingly 
high(10, 25, 30). Another type of “schizo- 
phrenia” in an adult mental defective mani- 
fests itself in a previously stable person at 
the relatively advanced age of the late thirties 
or forties, and has a more unfavorable prog- 
nosis ; this type can be considered as a form 
of “senile” dementia which sets in earlier in 
the mental defective than in the normal 
person(25). 

But there is one group of persons suffering 
from schizophrenia, who can be classed to- 
gether as having one common prepsychotic 
feature which carries a bad prognosis: the 
young adolescents. There, the shattering ef- 
fect of the schizophrenic process is explained 
by the disturbance of the personality at that 
vulnerable stage when it is still under forma- 
tion. A comparison, in this respect, of the 
dullard with the adolescent is very tempting, 


for it might permit us to explain the perni- 


* One patient could not be traced and is not in- 
cluded in this survey. 
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cious influence of mental dullness on the 
course of a schizophrenic psychosis in a simi- 
lar way—not as a contributory active factor 
which enhances the penetrating and disturb- 
ing force of the disease, but rather as an im- 
pairment of a defence mechanism. The dull- 
ard may be unable, on account of his mental 
dullness, to cope with the impact of the 
psychosis as efficiently as the individual of 
average intelligence. 


SUM MARY 


Thirty schizophrenic “dullards” were 
given a full course of insulin coma therapy, 
combined, in 10 patients, with electroplexy. 
The results are discussed and compared with 
those of the same treatment in schizophrenic 
patients of originally average normal intelli- 
gence. The influence of mental dullness on 
the course of a schizophrenic psychosis is 
discussed, but no definite hypothesis is put 
forward to explain its mechanism. 

The poor response to treatment of this 
group leads us to doubt that insulin coma 
therapy is indicated with this type of patient. 
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ARCHETYPAL PATTERNS IN SCHIZOPHRENIA * 
EDWARD F. EDINGER, M.D.,? New York Crry 


The purpose of this paper is to present 
briefly Jung’s theory of archetypes and to 
illustrate it by application to specific schizo- 
phrenic delusions. Although psychiatrists in 
this country have shown, so far, very little 
interest in Jung, it is felt that his theory of 
personality structure offers a valuable ap- 
proach to the understanding of schizophrenia. 

One of Jung’s major contributions has 
been the concept of the collective uncon- 
scious, His split with Freud began with 
disagreement over this idea. Freud later pre- 
sented a similar concept in his “archaic heri- 
tage” but this was never elaborated nor used 
in his psychotherapeutic system. The col- 
lective unconscious is thought to be the basic 
core of the human personality, which in its 
general pattern of function is common to all 
human beings and is therefore called “col- 
lective.” This personality core underlies and 
is prior to individual life experience and all 
conscious elaboration, It is the inherited part 
of the psyche, corresponding to the anatomi- 
cal structure of the brain which is also in- 
herited and held in common by all human 
beings. The collective unconscious manifests 
itself in certain fundamental patterns of 
thought and behavior which are characteristic 
of the human species, These psychic patterns 
can be thought of as the underlying structure 
of the mind which is potentially present prior 
to any life experience but which becomes 
actualized only when clothed with individual 
life happenings and contact with a specific 
human culture, 

The unconscious psyche is considered to be 
a purposeful organ of the body just as the 
heart and kidney are organs carrying out 
their functional purpose even though we are 
unconscious of them. The lungs of the new- 
born infant know how to breathe, the heart 
knows how to beat, the whole coordinated 


1A modified version of this paper was presented 
at the Downstate Interhospital Conference of the 
N. Y. State Department of Mental Hygiene, New 
York City, April 8, 1954. 

*Formerly supervising psychiatrist, Rockland 
State Hospital, Orangeburg, N. Y 
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organic system knows how to function be- 
cause the infant’s body is the product of in- 
herited functional patterns. Considering the 
psyche as an organ of the body it is reason- 
able to assume that it also has inherited pat- 
terns of function which it shares in common 
with all human minds. These inherited pat- 
terns of function are called archetypes and 
are considered to be psychic manifestations 
of the instincts. They manifest themselves 
in overt behavior or depict themselves in the 
symbolic imagery of dreams and myth. Jung 
(1) has this to say about archetypes: 

The form of these archetypes is perhaps com- 
parable to the axial system of a crystal, which pre- 
determines as it were the crystalline formation in 
the saturated solution, without itself possessing a 
material existence. This existence first manifests 
itself in the way the ions and then the molecules ar- 
range themselves. . . . The axial system determines, 
accordingly, merely the stereometric structure, not, 
however, the concrete form of the individual crystal 

. . and just so the archetype possesses . . . an in- 
variable core of meaning that determines its manner 
of appearing always only in principle, never con- 
cretely. 


The concept of the archetype is not new. 
Jung borrowed the term from St. Augustine 
(2) and in many respects it corresponds to 
the Platonic idea. However, its empirical 
demonstration and application to a theory of 
personality is original. For the study of 
archetypes a comparative method is neces- 
sary. The unconscious imagery of dreams 
and delusions is compared with religious and 
mythological symbolism. This procedure is 
justified theoretically on the hypothesis that a 
myth is the dream of a people and a religion 
is an elaboration of a myth of unusual power. 
Thus dream, delusion, myth, and religion are 
all considered to come from the same uncon- 
scious source. If archetypes exist we should 
detect them by comparing these various prod- 
ucts of the unconscious. It is Jung’s conten- 
tion that such comparative study reveals the 
existence of similar archetypal themes in the 
mythological symbolism of all races and cul- 
tures, and also that the same motifs appear 
in the dreams and delusions of modern men. 
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THE PROPHET AND RELIGIOUS SAVIOR 


Several common patterns of schizophrenic 
delusion will now be considered in the light 
of the theory of archetypes. The theme of 
the prophet and religious savior is a central 
one in all the major world religions. In 
Judaism this figure is represented by Moses, 
in Buddhism by Buddha. In the Moslem re- 
ligion, the prophet of God is Mohammed and 
in Christianity the savior is Jesus. Since our 
civilization is nominally Christian, it is not 
surprising that the delusions of our schizo- 
phrenics involve chiefly an identification with 
Christ. In other cultures, the delusion would 
show a similar pattern but would refer to a 
different religious figure. For a person who 
is not committed to any one version of re- 
ligious belief, it is easy to see that the central 
figures in all of these religions have a re- 
markable similarity to one another. Since 
religion is a psychological phenomenon, it is 
valid to attempt to understand it psychologi- 
cally. The interpretation here suggested is 
that these various religious figures, with their 
accompanying mythologies, represent varying 
manifestations of the same basic archetype 
which exists in the collective unconscious of 
all men. 

Religions, when effective, are collective 
containers of the archetypes and seem to be 
psychically wholesome if not essential. They 
engender humility and tend to reduce the 
dangerous possibility of identification with an 
archetypal figure. We see the results of such 
an identification in many cases of schizo- 
phrenia where the patient is tremendously in- 
flated by identifying himself with the arche- 
type of the religious savior. A brief example 
of this is the following : 


A 23-year-old white male with no previous religious 
interest, has a sudden catatonic episode with excite- 
ment. He believes himself to be the second coming 
of Christ and thinks he has a great mission to per- 
form. It is his duty to go throughout the world 
and establish faith. He states that he is in contact 
with the power of God. This power will suddenly 
come over him causing shaking tremors. Then out 
of the patient’s mouth the voice of the Lord will 
speak. He spends day and night yelling out of the 
window, preaching his revealed mission. Following 
electroshock treatment, the patient returns to reality. 
When questioned, he says he can’t imagine how he 
could have been so foolish as to consider himself 
Christ. Something strange came over him which he 
can't explain. After his recovery the patient de- 


scribed his feelings during the psychotic episode. He 
admitted grandiose ideas of importance but more 
impressive to him was the tremendous burden of re- 
sponsibility that was involved in being Christ. After 
all, such a role leads to crucifixion. 


This patient’s prepsychotic personality was 
a very childish and irresponsible one. It is 
perhaps meaningful that his psychosis 
brought with it an overpowering sense of re- 
sponsibility—something the patient seriously 
lacked consciously. The theory of wish-ful- 
fillment with regression to infantile omnip- 
otence fails to explain this great burden 
of responsibility. It can perhaps be better 
understood as due to identification of the ego 
with a suprapersonal archetypal role. 

Cases similar to this are plentiful in every 
mental hospital. The constant recurrence of 
this type of delusion suggests that some 
fundamental psychic pattern or archetype 
is involved. The only other place that such 
a pattern finds expression is in a collec- 
tive religion where it appears normal and 
conducive to health. This suggests that such 
archetypes represent basic forces of life 
which are collective or social in nature and 
transcend the individual ego. When they are 
worshipped as a group activity in some re- 
ligious form they are health-giving. When 
the ego identifies with such a figure the con- 
scious personality is inflated and shattered to 
fragments. This process of inflation has been 
described in detail in a recent publication by 
Perry(3). 


DEATH AND REBIRTH 


The second archetypal theme to be con- 
sidered is that of Death and Rebirth. This is 
another universal theme which is usually as- 
sociated with religious symbolism. A promi- 
nent example is the Indian doctrine of trans- 
migration of souls in which a man’s death is 
thought to be followed immediately by his 
birth again as an infant. The puberty initia- 
tion rites of primitives reveal the same theme 
acted out overtly. By a ritual ordeal the ado- 
lescent dies as a child and is born again as 
a responsible adult member of the com- 
munity. Often this rebirth is represented by 
dropping the boy through the legs of a 
woman thus imitating the process of actual 
birth. From our knowledge of the Greek 
mystery cults, their central theme seemed 
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to be a ritual death and rebirth for their 
members(4). Christianity is rich in such 
symbolism. Christ’s life portrays the theme 
of death and resurrection. The original sig- 
nificance of baptism was rebirth or renewal 
(5). The visions of the apocalypse prophesy 
a cosmic catastrophe with the birth of a new 
heaven and a new earth. 

This archetypal motif appears commonly 
in schizophrenic delusions. The death and re- 
birth dreams of pztients during insulin coma 
are well known, The delusion of an impend- 
ing world catastrophe with or without rebirth 
of a new world is a common variation of the 
same pattern, 

The following cases illustrate this theme: 


A 43-year-old man described an hallucinatory stupor 
at the beginning of his psychosis during which he 
thought he had died. Then he heard voices telling 
him that he was to be reincarnated and reborn on 
earth as the son of God. Since then the voices have 
told him that he is reborn and living his second life. 
Another patient, a 33-year-old colored male, para- 
noid schizophrenic, who believes himself to be a 
prophet of God, states that the world is coming to 
the end of a 20,000-year era. The present world 
order will collapse and a new progressive organiza- 
tion shall take its place. This is a version of the 
cosmic catastrophe theme and is of course a pro- 
jection of what is happening in the patient himself. 
However, one can think of the emergence of this 
idea in the patient’s mind as a purposeful phe- 
nomenon. If the patient could recognize that this 
idea refers to his own desperate need for rebirth or 
change in attitude, it might even have a therapeutic 
effect. 


The archetype of rebirth seems to repre- 
sent a fundamental mechanism of psychic 
growth, Each step in the growth of person- 
ality requires the death of the old attitude 
before the new one can emerge. The primi- 
tives made valuable, although unconscious, 
use of this pattern in their initiation rites. 
With an experience of death and rebirth in- 
tervening between the child and the man, 
there was little possibility for the adult to re- 
gress to childish attitudes and behavior. Per- 
haps the contemporary incidence of neurosis 
would be less if we had effective initiation 
rites for adolescents. Such a line of thought 
suggests that the archetypes contain a valu- 
able source of instinctual wisdom and that 
the unconscious may be able to offer creative 
solutions to problems. Nevertheless, in psy- 
choses we are more impressed by their de- 


structive power which can shatter a feeble 
ego. 


COSMIC DUALISM 


A third archetypal pattern not uncom- 
monly found in delusional thought is the 
cosmic dualism of light and dark, good and 
evil. The classic religious example of this 
theme is the dualism of the Zoroastrian 
Parsis. According to their belief the uni- 
verse is divided into two great rival camps— 
that of Ahura Mazda, the God of Goodness, 
Light, and Health, and that of Ahriman, a 
devil representing darkness, evil, and disease. 
The same idea appears of course in Christian 
theology with God and Satan, heaven and 
hell. The Chinese concept of Yin and Yang 
is similar and yet significantly different. Yin 
is the principle of darkness, passivity, and 
feminine creativeness. Yang is the principle 
of light and masculine activity. There is no 
connotation here of good and evil but rather 
both principles are considered necessary 
complements to each other—two polar op- 
posites between which the constant interplay 
of life occurs. This is a highly developed 
conception which leads to a view of life as an 
integrated harmonious function—far differ- 
ent from our Western version of eternal 
cosmic conflict. Nevertheless, the funda- 
mental dualistic pattern is the same. In our 
modern mythology this archetypal dualism 
appears in the terms conscious and uncon- 
scious. And the unconscious still carries many 
of the aspects of evil. 

This theme appears occasionally in schizo- 
phrenic delusions. For example: 


A 41-year-old single woman with paranoid schizo- 
phrenia states that in a previous incarnation she 
had experimented extensively with light rays. She 
learned that there were two kinds of light—rays of 
sunshine which were health-giving and good, and 
black rays which were evil and destructive of life. 
She thought she was subjected to these evil rays at 
times and developed special ritual movements to 
ward them off. Another patient, the 33-year-old 
colored male previously mentioned, described similar 
thoughts. He would discourse at length on what he 
called “the two world principles,” namely, the 
principle of Life represented by doing good which 
leads to immortality and the principle of Death which 
leads to doing wrong and causes one to die. The pa- 
tient claimed that these two cosmic principles were 
at war with each other within himself and that the 
outcome was uncertain. 
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This pattern of two opposing principles 
seems to represent a basic characteristic of 
psychic function. If a psychic energy system 
may be compared with a syptem of electrical 
energy, it appears that a tenMon between two 
opposite poles is necessary for vital function. 
If the potential between the opposites is lost, 
psychic paralysis or entropy will result(6). 

There are, of course, many other arche- 
typal themes and figures which have not been 
mentioned. One such would be Freud’s 
Oedipus complex which by its universality 
immediately qualifies as an archetypal pat- 
tern. Related to this theme of love for the 
mother is the Attis-Cybele myth in which 
the young man Attis castrates himself as a 
sacrifice to the Great Mother Cybele(7). 
How many patients are seen who are living 
out unconsciously this archetypal role and 
have castrated themselves psychically rather 
than gave up their dependent bond to the 
mother ? 

A distinguishing feature of Jung’s psycho- 
logical viewpoint is that he takes religions 
seriously. This is not to say that he is a par- 
tisan of any one religious system. Jung gives 
as evidence of his objectivity that he once 
helped a Parsi by psychotherapy to find his 
way back to the Zoroastrian fire temple(8). 
Religions have always dealt with the ulti- 
mate problems of human life. As collective 
expressions of the archetypes they provide 
orientation concerning the collective problems 
of man—the questions of meaning, purpose, 
and goal. The schizophrenic patients de- 
scribed in this paper were immersed in these 
same problems. They gave the impression of 
being destroyed by ideas bigger than they. 
Each had a personal religion with some con- 
cept of the ultimate nature and purpose of 
human life, but each found himself to be the 
central religious figure. The immensity of 
such a burden broke their bonds with reality. 
A study of psychotic delusions reveals that 
religious contents often predominate. This 
suggests that one approach to the study of 
schizophrenia would be a search for a deeper 
understanding of religious phenomena of all 
kinds. It is this approach which was used 


by Jung and has led him to the theory of 
archetypes. 


SUMMARY 


The purpose of this paper is to present 
briefly Jung’s theory of archetypes and to 
illustrate it with specific case material. An 
archetype is described as an inherent pattern 
of psychic function common to all human 
beings and thought to be inherited with the 
brain structure. Archetypes present them- 
selves in unconscious symbolism as certain 
characteristic recurring themes and figures 
of a mythological nature. Since religions 
and mythologies come from the same uncon- 
scious source as dreams and delusions, we 
find the same basic archetypal themes appear- 
ing in all such unconscious productions. Thus 
schizophrenic delusions are found to show 
many parallels with religious and mytho- 
logical symbolism. 

The conscious ego of the schizophrenic has 
been overwhelmed by these archetypal con- 
tents and the patient often identifies himself 
with such suprapersonal figures as the myth- 
ological hero or the religious savior. Such 
figures represent basic forces of life which 
are collective or social in nature and trans- 
cend the individual ego. Any attempt to ap- 
propriate them for personal aggrandizement 
leads to alienation from reality. 
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ADRENOCORTICAL FUNCTION IN SCHIZOPHRENIA ' 


EUGENE L. BLISS, M. D., CLAUDE J. MIGEON, M.D., C. H. HARDIN BRANCH, M.D., 
ann LEO T. SAMUELS, Pu. D. 
Sart Crry, Utan 2, * 


During the last decade a number of in- 
vestigators interested in the biological aspects 
of mental illness have studied the nature of 
adrenocortical function in schizophrenic pa- 
tients. Pincus, Hoagland, and their associates 
at the Worcester Foundation published a 
series of studies from which they concluded 
that a significant adrenocortical hypofunction 
or dysfunction exists in the schizophrenic (1- 
15). Others, including Hemphill and Reiss 
(16-19), Faurbye(20), Friedlander(21), 
and Gottfried and Willner(22), reached the 
same conclusion although in no case was the 
evidence unequivocal. However, these re- 
ports have been countered by others, notably 
those of Altschule( 23-25), Gildea( 26), Hiatt 
(27), Parsons(28), Stein(29), and Bliss 
(30), who have found no evidence of adreno- 
cortical disturbance in their patients. The 
presence of a glandular abnormality in these 
patients, if it could be established with cer- 
tainty, would be most important, regardless 
of whether this metabolic fault contributed 
to the development of the schizophrenic 
process, resulted from it or was merely co- 
incidental. 

Heretofore, all investigators have used as 
indicators of glandular activity such measure- 
ments as changes in the number of circulat- 
ing lymphocytes and eosinophils ; alterations 
in the concentrations of sugar, amino acids, 
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and inorganic phosphate in the blood; vari- 
ations in the urinary levels of potassium, so- 
dium, uric acid, the creatinine-uric acid ratio, 
inorganic phosphates, 17-ketosteroids, and 
corticosteroids; or alterations in the sodium 
content of sweat. 

Each of these elements, it is true, may be 

influenced by adrenocortical steroids, but 
with the exception of the urinary 17-keto- 
steroids and corticosteroids all are nonspecific 
and often unreliable indicators of adreno- 
cortical activity, since their concentrations are 
influenced by so many other physiological 
processes. Even in the case of the 17-keto- 
steroids, although they are metabolic prod- 
ucts of steroids originating in the testes and 
adrenal cortex, Sayers(31) states: 
Urinary 17-ketosteroid output should be rejected as 
an index of adrenocortical activity, not because of 
the uncertainty of its physiological significance but 
because of the lack of correlation between the rate 
of 17-ketosteroid excretion and adrenocortical ac- 
tivity as determined by other measures. 


Consequently, any conclusions about adrenal 
cortical activity based upon this evidence 
must be cautiously assessed with an aware- 
ness of the limitations of the techniques. 

The problem has been further complicated 
by the variety of experimental methods used 
in attempts to elicit adrenocortical hyper- 
activity. These have included such agents as 
ACTH, epinephrine, glucose, pyrexia, cold, 
heat, insulin shock, anoxia, electroconvulsion, 
the operation of a pursuit meter, and target- 
ball frustration tests. 

There is recent evidence that adrenalin 
does not affect adrenocortical function in man 
(32-34) ; there is good reason to question, on 
a psychological basis, whether the stresses of 
the pursuit meter and targetball frustration 
tests are similar for the normal and schizo- 
phrenic groups; and there is experimental 
evidence that anoxia, cold, and the operation 
of a pursuit meter(34) as well as glucose 
ingestion(46) are relatively ineffectual acti- 
vators of the adrenal cortex. 

Consequently, it seemed pertinent to re- 
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examine the problem, particularly since 
Nelson and Samuels(36) introduced a prac- 
tical and precise method for measuring the 
level of 17-hydroxycorticosteroids in the 
blood which allows a more direct approach 
to the issue. This technique is specific for 17- 
hydroxycorticosteroids (17, 21-dihydroxy- 
20-ketosteroids) in the blood and, at least in 
man, seems to give an approximation of the 
concentration of compound F (17-hydroxy- 
corticosterone) which is the principle hor- 
mone secreted by the human adrenal cortex 


(36-38). 


SUBJECTS AND METHODS 


The 26 patients selected for study were all 
chronic schizophrenics, principally of the 
hebephrenic type. All had been psychotic pa- 
tients in the state hospital for at least 5 years. 
The original diagnosis was made by the psy- 
chiatrists of the hospital and was re-evaluated 
by psychiatrists of the department of psy- 
chiatry, University of Utah. There was 
unanimity of diagnosis in all 26 subjects. 
Except for 3, all had received insulin and 
electroshock therapy during this period with- 
out significant benefit. No individual was 
included who was malnourished, and the sub- 
jects ranged in age from 20 to 45 years. It 
seemed likely that any disturbance in adreno- 
cortical function, if it be characteristic of 
schizophrenia, would be evident in such a 
group. 

Preparatory to this study a variety of tests 
to assess glandular function were standard- 
ized in a group of normal subjects who were 
comparable to the schizophrenics in sex and 
age distribution( 35, 39, 40). 

It was determined that 1.0 I.U. of ACTH 
injected intravenously in man will cause 
moderate but consistent increases in the level 
of the 17-hydroxycorticosteroids in the peri- 
pheral blood; 15 1.U. of ACTH injected 
intravenously will effect near maximal eleva- 
tions in the adrenal steroids in the blood ; and 
25 I.U. of ACTH dissolved in either 500 ml. 
or 1,000 ml. of glucose and water, and ad- 
ministered as a 6-hour intravenous infusion 
will cause consistent increases in the concen- 
tration of adrenocortical steroids which ap- 
parently represent the maximal response of 
the adrenal cortex to ACTH. The combina- 
tion of the 3 procedures will test the capacity 


of the adrenal cortex to react to moderate 
and maximal short-term excitation, as well as 
to more prolonged stimulation providing 
there are no serious abnormalities in steroid 
metabolism (39, 40). 

It was also established in normal subjects 
that 30 units of regular insulin administered 
subcutaneously, and a pyrogenic substance 
(Piromen) in concentrations of 0.125-0.25 
pg. per kilogram of body weight given intra- 
venously, caused significant increases in the 
17-hydroxycorticosteroids in the blood( 35). 
How insulin and Piromen cause these eleva- 
tions in the concentration of circulating 
adrenal steroids is still unsettled. Presum- 
ably these changes represent an increase in 
adrenocortical activity mediated via the an- 
terior pituitary gland. Consequently, both 
drugs were used to test the capacity of the 
pituitary-adrenocortical system of the schizo- 
phrenic to respond to stimulation. 

The same lots of ACTH were used in the 
studies of both normal and schizophrenic 
subjects, i.e., lot K52905 for the 1.0 I.U. and 
15 1.U. ACTH tests, and lot K5649 for the 
25 1.U. ACTH infusions. 

In detail the following plan was adopted. A 
control sample of blood was drawn at 8 a.m. 
from the fasting subject. In the case of the 
acute ACTH tests, 1.0 I1.U. or 15 I.U. of 
ACTH were dissolved in 3 ml. of saline. This 
was injected intravenously over a period of 
one-half minute. The pyrogenic substance 
(Piromen) was administered in dosages of 
0.125 and 0.25 pg/kg. intravenously. Insulin 
was injected subcutaneously in the form of 30 
units of regular insulin and the hypoglycemic 
reaction was terminated after 14 hours with 
carbohydrate supplements. Further blood 
samples were collected }, 1, 2, and 4 hours 
after the administration of any of the drugs. 
In the case of the 6-hour infusion of ACTH, 
25 1.U. were dissolved in 1,000 ml, of glu- 
cose and water and given by intravenous drip. 
Bloods were collected at 2-, 4-, and 6-hour 
intervals. 

At each interval 30 ml. blood were col- 
lected in tubes containing 4 mg. of heparin. 
These were centrifuged immediately, and the 
plasma removed and refrigerated until ana- 
lyzed. The 17-hydroxycorticosteroids were 
determined by the method of Nelson and 
Samuels(36, 41). Eosinophil counts were 
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TABLE 1 


Lever or PLASMA AT 8 A.M. ML. PLASMA 


No. of 

Group Age range subjects 
Chronic schizophrenics........ 20-45 26 


performed in duplicate following the pro- 
cedure of Randolph(42), white blood cell 
counts were determined by conventional 
techniques and the absolute number of lym- 
phocytes calculated from this and a 200-cell 
differential count. 


Resutts 


Levels of 17-Hydroxycorticosteroids at 
8 am.—Sixty-four determinations were 
made on 26 chronic schizophrenics at 8 a.m. 
The mean level of the 17-hydroxycortico- 
steroids was 14 wg. with a standard deviation 
of 6 wg. The mean levels, standard deviation, 
and range for a much larger series of normal 
subjects were equivalent (Table 1). 

ACTH Tests.—Following the intravenous 
injection of 1.0 I.U. and 15 I.U. of ACTH, 
steroid increases occurred in all subjects, both 
schizophrenic and normal, without exception. 
Schizophrenics, like the normals, demon- 
strated considerable individual variation but 
the scatter for both groups was similar and at 
no point were there significant discrepancies 
between the responses of the schizophrenics 
and normals (Table 2, Fig. 1). The response 
to a 6 hour intravenous infusion of 25 I.U. 
ACTH was similar for both groups (Table 
3, Fig. 2). It was concluded that no evidence 
of adrenocortical hypofunction was present 
in the schizophrenic subjects, as evidenced by 
these procedures. 

Piromen Tests.-—All 9 of the schizo- 
phrenic patients injected intravenousiy with 
0.125 pg. Piromen per kilogram of body 
weight responded with significant increases in 
the levels of 17-hydroxycorticosteroids. 
These data were compared to the responses 
of normal subjects to a test dose of 0.25 pg. 
of Piromen per kilogram body weight. The 
test dosages were not identical for the 2 
groups since it was determined prior to this 
study that any concentration of Piromen 
over 0.05 »g/kilogram causes approximately 
the same steroid response. It was decided 


No. of Mean and Mean and 
individual standard standard 
studies deviation error of difference 
267 13+6 13+0.4 
64 146 141.7 None P>.05 


to lower the dosage slightly in the schizo- 
phrenics to reduce the unpleasant side effects 
of malaise, fever, and headache which occur 
with the higher concentration of drug. The 
mean responses of the schizophrenic and 
normal group were equivalent. There were 
no statistically significant differences at any 
point (Table 3, Fig. 3). 

Insulin Test.—In normal subjects 30 units 
of regular insulin administered subcutan- 
eously caused increases in the level of the 17- 


TABLE 2 


Response or PLAsMA 17-HYDROXYCORTICOSTEROIDS 
in Cnronic Scuizopnrenics to ACTH L.V. 


101.U. ACTH 
17-Hydroxycorticosteroids 
ug/100 ml. plasma 
Subject Sex ‘Control jhr. ahrs. 4 brs. 
F 36 3oO 649 2 623 
F 8: - 48 Af 12 
F 6 — 30 27 15 
eee M 7 13 9 17 8 
M 11 19 18 11 6 
M 8 6 % 6 
a M 13 8 2% 15 8 
M 14 — 15 8 
M 11 15 5 
15 ACTH 
F 177 2 23 #430 10 
tat F 2 4 — 
M 909 YW 9 
Pas M 7 — 23 16 15 
M 17 8s — 
M 6 — 19 17 15 
M 10 7 — 
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EFFECT OF 1.V. ACTH UPON THE LEVELS OF I7-HYDROXYCORTICOSTEROIDS 
(CHRONIC SCHIZOPHRENICS VS. NORMALS) 


VARIATIONS FROM 
CONTROL LEVELS 


1 LU. ACTH 151U. ACTH 
\ (20 SUBJECTS) 
\ 


CHRONIC 
SCHIZOPHRENICS (14 SUBJECTS) 


CHRONIC 
SCHIZOPHRENICS 
A NORMALS (12 SUBJECTS) / (17 SUBJECTS) 


4 


HVOROXYCORTICOSTEROIOS M9/100 
oo d 


TABLE 3 TABLE 3—Continued 


REsPonse oF PLASMA 17-HypROX CORTICOSTEROIDS 30 1.U. Regular Insulin Subcutaneously 
—CHRONIC SCHIZOPHRENICS 


6-Hour Infusion 25 ACTH LV. mi. plasma 
Control ahrs, ghrs. 4brs. 

7 20 «(21 13 
10 11 17 

8 8 20 

9 11 20 

8 12 12 

9 19 17 
28 

15 

12 

15 


17-Hydroxycorticosteroids 
mi. plasma 


“Control 2 brs. 4hrs. 6hrs. 
15 36 39 45 
10 33 45 
18 72 65 
11 30 23 
22 51 54 
22 4 47 
18 37 42 


23 44 
10 22 
10 18 


Piromen 0.125 ag/kilo I.V. hydroxycorticosteroids in 6 of the 8 cases 
~~ studied. Ina comparable fashion, 8 of the 
eo «=| schizophrenics showed increases. The 
17 responses of the 2 groups were similar 
16 ( Table 3, Fig. 4). 
Hematological Responses to ACTH.—As 
indicated in Table 4 the lymphocytic and 
eosinophlic responses to 1.0 I.U. and 15 I.U. 
of ACTH were similar for the schizophren- 
ics and normals. The decreases in the number 


of these blood elements 4 hours after ACTH 
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THE EFFECT OF 6 HOUR INFUSION OF 25 1.U. ACTH 
ON THE LEVEL OF 17-HYOROXYCORTICOSTEROIOS IN PL AGMA 
VARIATION FROM 
Lever 


a“ 
a“ 
CHRONIC 
7 SCHIZTOPHRE 4 
(7 Sua ts 4 
820 
2 (40 GUB8JECTS) 
/ 
/ 
/ 
/ 
/ 
/ 
Time 
Fic. 2 


were comparable and the small differences 
were not statistically meaningful. 


DISCUSSION 


We have studied adrenocortical respon- 
sivity in chronic schizophrenic subjects by 


13, VARIATIONS 


12/FROM CONTROL 
[LEVELS 
ee 
a 8 
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THE EFFECTS ON THE LEVEL OF I7-HYDROXYCORTIGOSTEROIDS 
OF PYROMEN 
(CHRONIC SCHIZOPHRENICS VS NORMALS) 


determining to what degree adrenal steroids 
in the peripheral blood rise following the 
administration of ACTH, insulin and a bac- 
terial pyrogen, Piromen. These values have 
been compared with the responses of a group 
of normal subjects. 

If it were feasible, the ideal experiment to 
evaluate adrenocortical function in schizo- 
phrenia would be the determination of the 
rate of secretion of steroids directly from the 
gland. This might be accomplished by cathe- 
terization of the adrenal vein. Unfortunately 
in man, although a modification of this tech- 
nique is possible, it is neither practical nor 
precise(43). Consequently, it was necessary 
in these experiments to use a less direct pro- 
cedure and to study changes in the concentra- 
tion of the 17-hydroxycorticosteroids in the 
peripheral blood, rather than in the adrenal 
venous blood. These peripheral values repre- 
sent the equilibrium between the rate of pro- 
duction of steroids by the gland and the rate 
of utilization by the tissues, and are the re- 
sultant of the balance between the 2 proc- 
esses. 

There is evidence that the rate of utiliza- 


— — %_CHRONIC 
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THE EFFECTS ON THE LEVEL OF 17-HYDROXYCORTICOSTEROIDS 


OF REGULAR INSULIN (30 UNITS-SUBCUT.) 
(CHRONIC SCHIZOPHRENICS VS. NORMALS) 


VARIATIONS FROM 
CONTROL LEVEL 
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CHRONIC SCHIZOPHRENICS 
(10 SUBJECTS) 


TABLE 4 
EostnopHiL AND LympHocyte Response To 15 I.U. anv 1.0 1.U. ACTH LV. 
Normals and Chronic Schizophrenics 


NORMAL (6 SUBJECTS) 


Standard 
error 
of mean 


% 

ot8 

2+8 
—25+8 
—17+7 


% 
—65+5 
—49+7 


Signifi- 
cance 
of dif- 
ference 
ween 
controls 
and 
schizo- 
phrenics 


None 
P>.05 
None 
P>.05 


None 
P>.05 
None 
P>.05 


8 
7 
6 
-3 ° 
a 
Sam 9 10 12 NOON 
TIME 
Fic. 4 
Mean 
Stentor’ 
rea devia’ 4 
Subjects No. subjects ACTH of meen 
Schizophrenics ............ 14 1. LU. 2 
15. LU. —25 —25+36 
Schizophrenics ............ 13 15. LU. —17 —17+26 f 5 
Eosinophils 
% % 
Schizophrenics ............ 14 1. LU. —49 —4927 
15. LU. —79 —79+ 10 
Schizophrenics ............ 12 15. LU. —81 —8it 6 f 
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tion and metabolism of adrenal steroids in the 
schizophrenic is normal(6, 8, 9). It would 
be expected, therefore, if the schizophrenic 
were deficient in the ability to secrete adrenal 
hormones from the gland, that after stimula- 
tion with ACTH, insulin or Piromen a sub- 
normal increase in the concentration of 
adrenal steroids in the peripheral blood would 
occur, This was not the case. In every re- 
spect the response of the schizophrenics to 
the different tests was indistinguishable from 
the normal. Equally significant was the fact 
that every schizophrenic without exception 
responded to ACTH stimulation with signifi- 
cant 17-hydroxycorticosteroid increases, even 
when as little as 1.0 I.U. of ACTH was ad- 
ministered intravenously. 

The insulin and pyrogen procedures were 
devised to test pituitary-adrenocortical func- 
tion. Here again the responses of the chronic 
schizophrenics were normal, It was concluded 
that there was no evidence of pituitary- 
adrenocortical or adrenocortical hypofunction 
in these patients, individually or as a group. 

Although these techniques indicate the 
degree to which the adrenal cortex will re- 
spond to stimulation they fail to demonstrate 
whether any aberrant pathogenic adrenal 
steroids are being synthesized by the schizo- 
phrenic, a possibility which has been sug- 
gested by Mittelman(13), Pincus(14), and 
Hoagland(15). We have no conclusive an- 
swer to this problem, but studies made on 
schizophrenics in another connection are per- 
tinent(44). Bloods were drawn from schizo- 
phrenic subjects before and after the stress 
of ACTH and electroshock therapy. The 
plasmas were pooled and chromatographed 
by a modification of Bush’s technique(45). 
The spots on the paper strips representing 
known and unknown compounds proved to 
be identical for schizophrenic and normal 
subjects inc ating that, at least with this 
procedure, no abnormal adrenal steroids 
could be demonstrated in the peripheral blood 
of schizophrenic patients. 


SuMMARY 


Adrenocortical function of chronic schizo- 
phrenics was investigated. The concentration 
of adrenal steroids (17-hydroxycorticoster- 
oids) in the peripheral blood was determined 
at 8 a.m.; after the intravenous administra- 


tion of various amounts of ACTH or of a 
pryogenic substance (Piromen) ; and after 
the subcutaneous injection of regular insulin. 
These drugs were employed to assess adreno- 
cortical and pituitary-adrenocortical respon- 
sivity. Similar studies were made upon a 
comparable group of normal subjects. The 
adrenocortical and pituitary-adrenocortical 
reactivity of chronic schizophrenic and 
normal subjects were equivalent. There was 
no evidence of any impairment of adreno- 
cortical physiology in the chronic schizo- 
phrenic patient. 
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ADOLF MEYER DISCUSSES THE PATHOLOGY OF 
DEMENTIA PRAECOX? 


JACOB H. CONN, M.D., Battimorz, Mp. 


INTRODUCTION 


Adolf Meyer died at the age of 84 on 
March 17, 1950. His death marked the end 
of an era, He has been called “the outstand- 
ing influence in the development of psychi- 
atry in this country” and a “catalyst,” who 
brought about an effective synthesis between 
the “organicists” and the “functionalists.” 
He encouraged the growth of psychoanalysis 
and then pointed out the dangers of over- 
simplification and oversystematization. He 
fostered the Mental Hygiene movement, 
postgraduate training, and wrote hopefully 
concerning the treatment of dementia prae- 
cox, 

On his eighty-second birthday (1948) I 
sent him this tribute: 


Dr. Meyer, you represent to me Courage, the 
courage to face a fact and to accept it as it is; the 
courage to admit that there are discontinuities—gaps 
between sets of facts. 

After seventeen years, I am more impressed with 
what these truths have meant to me, personally and 
in helping patients. What others have missed in 
your formulations has been the rigid systematization 
of data. This aspect of your teaching is, in my 
opinion, your greatest contribution to the discipline 
of psychiatry and to the understanding of the limits 
which life itself places upon us. 

Your emphasis upon the lack of dogmatism in 
diagnoses and your fostering of one’s own feeling 
concerning facts that “hang tozether” have remained 
a foundation stone in my clinical thinking. 

It is my earnest belief that the present-day search 
for techniques and the obsessive quest for universal 
formulae will be tempered by the basic truths which 
you have so effectively advocated. 

On this festive occasion, I wish to express my 
hearticit gratitude for the opportunity of being in- 
fluenced by your personality and teaching. 


The following material was transcribed at 
a staff conference at the Phipp’s Psychiatric 
Clinic on January 30, 1933. 


Dr. Meyer: I always delight in the fact that one 
of the standard publications in psychiatry, the article 
on hebephrenia by Hecker, appeared in the Archiv 
fiir pathologische Anatomie und Physiologie und 
fiir klinische Medicin edited by Virchow. In those 


1From the Henry Phipp’s Psychiatric Clinic, 
Johns Hopkins Hospital, Baltimore, Md. 
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olden days Virchow stood for Neurologie and 
Physiologie, but he also stood for klinische Medicin, 
so that in the year 1871 a fundamental article on 
clinical psychiatry, without any pathological, ana- 
tomical fuss, could be published in the most scientific 
journal of German medicine. I wish we could read 
it together. It is an article of 34 pages with 7 case 
records. I must say I would like to read it over 
again after many years and we might discuss it 
sometime. At any rate, I am very glad it was 
brought up. Did you read it over? 

Dr. Conn: I read it over in conjunction with a 
paper 2? I mentioned sometime ago. I have notes of 
the first case—is there time? 

Dr. Meyer: Yes. 

Dr. Conn: In his introduction Hecker points out 
that there are 2 types of mental disease. The first 
takes a constant course; the second presents an al- 
ternating series of clinical pictures characterized 
by melancholia, excitement, and bewilderment until 
it reaches the terminal phase of imbecility. 

Dr. Meyer: That, you see, is the characteristic of 
vesania; it is just the more typical Latin insanity. 

Dr. Conn: Hecker stresses the definite course, 
the stereotyped symptoms, and the fixed, poor prog- 
nosis. He mentions that Westphal had called at- 
tention to those cases that terminated in a state of 
mental defect in which were mingled melancholia 
and excitement, and that Kahlbaum had first de- 
scribed the same entity in his lectures, and had 
named the condition hebephrenia. 

Dr. Meyer: I just would like to say, of course, 
imbecility is here still used in the popular sense 
of the werd, which is absolutely relegated now to 
congenital or developmental deficiency or feeble- 
mindedness, and in most of these characteristics of 
vesania we have this formulation, which you also 
find described in my historical sketch—first depres- 
sion, then excitement, then confusion and then de- 
mentia, that is the characteristic of insanity. That 
was the idea that Stanley Hall brought across from 
Germany and brought to the attention of Edward 
Cole of the McLean Hospital, who then added the 
American disease as the fifth entity, but as the start 
—namely, exhaustion, neurasthenia, then melan- 
cholia, then excitement, then confusion, then de- 
mentia—and there you had it all. 

Dr. Conn: Over a period of 4 years Hecker had 
observed 14 patients in a series of 500 cases. The 
first case history is that of a boy of 20. The father 
is described as being eccentric, but otherwise the 
family history does not include mental disease. The 
patient was born in Konigsberg; his general intel- 
ligence was considered to be average. After his 
confirmation he had been apprenticed to a wine 


2Conn, J. H. Am. J. Psychiat., 13: 1039, Mar. 
1934. 
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merchant and apparently imbibed rather heavily. 
His early training is considered to be rather lax. 
The patient is described as being “emotional, stub- 
born, weak in body and nervously excitable.” There 
is history of scarlet fever, typhus, colitis, and small- 
pox. In the summer preceding the present illness he 
had lost his job and had been unsuccessful in finding 
another. He remained in Konigsberg; in January, 
1862, when he was 20, the patient developed what 
was called “melancholia.” He was quiet, stared 
ahead, talked to himself, and laughed “without ap- 
parent cause.” In February there were reported 
episodes of anger. He prepared himself against 
imaginary foes with a knife and a sharpened ax 
which he kept under the sofa. He stayed up all 
night, banged on the neighbor’s windows, carried 
on noisily, and could be restrained only by force. 
In the town jail he became disturbed and had to be 
restrained. After being released from jail his be- 
havior is described as being silly (Albernheit) and 
he is said to have fallen in love with a little girl. 

Dr. Meyer: But so long as it is mentioned as 
“Albernheit” it is just silly. 

Dr. Conn: He sat on the doorstep dressed only 
in his night shirt and remained there for hours. 
During the night he frequently stuck his head under 
the beds and lifted them with his shoulders. He 
was uncooperative, resistant, easily irritated, and 
constantly tended to contradict. His speech and 
action had the “stamp of exaltation” which was only 
occasionally “mixed with melancholia.” There were 
no descriptions of hallucinatory experiences. In 
April he was admitted to the hospital, and described 
as “slender, poorly nourished, pale, with expression- 
less face.” When questioned the patient recalled 
historical facts correctly, both personal and ante- 
cedent, but he interpolated silly remarks, cried out 
for no apparent reason, banged with his feet, flung 
his arms about in a peculiar, awkward manner, 
characteristic of the years of unmannered or 
clownish periods of boyhood. He talked a lot to him- 
self, did no work and engaged in no social activity, 
looked at the sun for long periods, hopped on one 
leg, ran about in an apparently unmotivated manner, 
whirled rapidly with shut eyes and head back, rubbed 
grass in his eyes, and, for sometime, answered all 
questions by repeating, “But the eyes.” 

In June he was up frequently at 3:00 a.m., was 
noisy, banged his face against the bedstead, or threw 
himself flat on the ground with his head on the floor. 
At times he yelled, “Yi, Yi,” stuffed his nose with 
snuff when he was hungry, carried out purposeless, 
childish, tricks, and once on rounds said: “Herr 
Director, I cried all day yesterday. I'd like to have 
some snuff, there is so little food,” or shouted, “How 
are you, Herr Director?” To the question, “How 
are things going?” answered “One must have his 
freedom.” When told, “You are still confused,” he 
replied, “The doctor told me. That’s not from me 
but from M” (another patient). At times he took 
the doctor's hand and held it up high like a school boy 
who might ask for something. He tickled and teased 
the other patients and frequently got into arguments 
which not infrequently ended in a fight. Once he 
said he was married for 50 years but gave his age 


correctly. Four years later his condition is reported 
as being essentially unchanged. The case record 
ends with a copy of a letter written by the patient in 
which there is much scattering and re-duplication. 

Dr. Meyer: Of course it gives us a picture in a 
rather descriptive fashion, which, I am glad to say, 
is nowadays replaced by a little more looking into 
the actual experiment of nature and the factors at 
work and the way it actually operates. Nevertheless, 
we can see what I mentioned the other day—that 
a great emphasis is laid on features that crop out 
as being particular to the period of life, to the 
puberty period. It is therefore called the puberty 
psychosis or hebephrenia without, however, any par- 
ticular reference to the fundamental processes that 
are going on in puberty or may play a role in the 
life of a patient, except so far as you can infer it 
from his having a job and dallying with it and losing 
it and then getting into day-dreaming and so on. 

Dr. Conn: Kahlbaum reported in 1874 what to 
him appeared to be a specific disease entity. The 
pathology was that of “insanity” in a very general 
manner. First, there were the features of hyper- 
plasia which were considered to be “fleeting,” then 
atrophy which appeared much later. In recent cases 
Kahlbaum reported brain tissue softening and exu- 
date formation of the arachnoid with larger de- 
posits in the base; and in older cases, retraction of 
the cerebral tissues and organization of soft epen- 
dymal exudates. He reported no characteristic 
microscopic findings and felt that these gross find- 
ings were to be correlated with catatonia. 

Dr. Meyer: May I ask whether any of you real- 
ize what is included there in that “exudate forma- 
tion of the arachnoid?” Have you been able to un- 
derstand what he meant by it? 

Dr. Conn: No, I just presented Kahlbaum’s 
statements. 

Dr. Meyer: The point at issue is probably the 
thickening of the pia-arachnoid along the cisterna 
magna around the base of the brain, the opacity 
and thickening of the pia-arachnoid from the in- 
fundibulum and cisterna magna. He spoke of exu- 
date formation. Unfortunately there are not enough 
slides or definite explanation of that sort of thing 
and they are very difficult to obtain. I have in the 
brain of Dr. Thayer rather interesting data with 
regard to the fibers, at first slight plastic thickening 
of the pia-arachnoid, which then after a while be- 
came fibrous; and that is undoubtedly what Kahl- 
baum had in mind. In 1901 I spent a month in 
Vienna with the particular purpose of seeing as 
many autopsies as possible, and I was indeed struck 
by the fact that whenever I did find thickening or 
opacity of the pia-arachnoid there was a very great 
chance of the brain being labeled as coming from 
quarters that had something to do with psychotic 
patients. For a long time I had been doubtful as to 
the sequence of it from my early autopsy experience, 
but I had to admit to myself at the end of that ob- 
servation of many brains passing under my eyes 
during that month that there was a certain perform- 
ance of thickening; and I want you to remember 
that, in the main, it is wise to recognize that these 
things are not specific, that they occur in many 
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autopsies; however, they are somewhat more fre- 
quent in the psychotic patients. But Kahlbaum 
wanted to make a particular issue about the thicken- 
ing around the base, and that was in harmony with 
his desire to make it a sort of contrast to paresis— 
in paresis the thickening is at the top, and, in this, 
the thickening is at the base. 

Dr. Conn: In 1897 Alzheimer reported findings 
which he felt were to be correlated with catatonia, 
namely, pigmentary and nuclear changes. In 1913 
he again reported a paper which gave the impetus 
to more recent claims of specificity. He spoke of 
sclerosis of the ganglion cells in the second and third 
cortical layers, and lipoid degenerative changes. This 
was to be correlated with the general picture of 
dementia praecox. 

Hassin (1918) denied the specificity of these 
findings, which he also had observed, and stated 
that they were neither uniform, typical nor specific 
for dementia praecox, because they were found in 
many different varieties of disorders. Claims for 
specificity came into sharp focus between 1914 and 
1919 when Southard described “gliosis” in the supra- 
cortical and in the infracortical layers. He claimed 
to have found direct clinical correlations with 
frontal, parietal, and temporal lesions. These con- 
clusions are based on a review of 5 cases. In 1922 
Mott presented one case which he considered to be 
typical, a case which he called “advanced dementia 
praecox” in which there was “very marked con- 
gestion and redness of the brain, with minute 
hemorrhages especially in the medulla.” He felt this 
demonstrated a “primary genetic inadequacy,” a lack 
of vital durability, which could be correlated with 
dementia praecox. 

Up to this time all of the findings had been re- 
ported in the gray matter of the brain, chiefly in the 
layers of the cortex. In 1922 Buscaino reported 
that most of the lesions occurred in the white matter, 
that there were “multiple areas of disintegration” — 
first in the white substance of the brain, then in the 
basal ganglia (thalamus), rarely in the cerebral or 
cerebral cortex. He also made rather clear-cut cor- 
relations—that the catatonic manifestations could 
be correlated with lesions in the corpus striatum 
(globus pallidus) and cataleptic phenomena were 
associated with cerebellar lesions (dentate nucleus). 

In 1924 Dunlap reported the same “classical find- 
ings” in normal controls. No substantial losses in 
the outer cortical layers could be found after care- 
ful cellular counts, Excessive lipoid content also 
was found in “normal controls.” He made no clinical 
correlations since he could find none. 

Dr, Meyer: The material he had was particularly 
useful, From the early days at Worcester, I was 
intent on making sure that we would get in every 
cortical specimen a series of § consecutive sections 
making up 1/10 mm., so that it would be possible 
to study the accurate number of specimens available 
in a series of 5 consecutive sections, and with tech- 
nique and that habit and the responsibility of look- 
ing over the sections for those conditions, Dunlap 
was in a position to say something. 

Dr. Conn: In 1926 Josephy reported what he con- 
sidered to be specific findings in dementia praecox. 


There were no gross changes to be observed, but in 
the third layer particularly and in the fifth he found 
the falling out of ganglion cells independent of 
vascular changes, and no intrinsic glial response— 
which was in direct contrast with all that had been 
reported previously. He also stated that there were 
no changes to be found in the choroid plexus. 

Bouman reported three cases in 1928. There were 
no clinical records included, and he stated that there 
was no “selective” process present. Changes in the 
striatum were tied up with hyperkinesis and flexi- 
bilitas cerea. Lesions in the temporal lobe (chiefly 
fields 41 and 42) were associated with clearly de- 
fined auditory hallucinations. Bouman stated, “I 
can’t decide just how far the hebephrenic and cata- 
tonic forms coincide with an extension of the process 
into the frontal and pre-orlandic areas.” This is 
the only statement I have been able to find concern- 
ing the correlation between the so-called classical 
entities and his histopathological findings. 

Dr. Meyer: Bouman was at the International 
Congress in Washington in 1930 and he was good 
enough to give us a lecture and demonstrations of 
the material most carefully worked out. He spent 
about a year on the examination of a well-chosen 
brain and the mapping out of all the regions in as 
careful a way as can possibly be attempted. That 
there are not enough counterparts in the way of 
such material as Dunlap had is to my mind re- 
grettable. 

Dr. Conn: In 1930 Spielmeyer attempted to sum 
up the studies of dementia praecox. He also felt 
that the ganglion cell loss was very definite in the 
third layer of the cortex as well as in the deep layers 
with enormous fat accumulations and regressive 
changes in the glia; but he definitely stated that 
these changes were to be found in entirely different 
psychoses, and for that reason could find no definite 
clinical correlations. 

Dr. Meyer: My request with regard to that sort 
of thing has always been that, as soon as we would 
be able, by taking a sample of the cortex by opera- 
tion antemortem, to make a diagnosis, then I would 
capitulate to the histopathological diagnosis; but 
certainly anything of that sort is not available, 
whereas with paresis it is quite probable. I do not 
suppose that one would have to have any hesitancy 
about craving that in a very large percentage of 
cases. It would be possible to make offhand histo- 
logical diagnoses from sections of the frontal lobe. 

Dr. Conn: Hecker commented upon the enlarged 
ventricles, and the hyperaemia of the cortex and 
the cerebellum. Kahlbaum (1824) had observed 
hyperaemia of the cortex, ependymal granulations, 
basilar arachnoid exudate and brain softening. 
More recently Southard (1919) stated that sub- 
cortical gliosis was present and Mott reported one 
case with hyperaemia of the cortex and medullary 
hemorrhage. From 1922 on no macroscopic reports 
were published though much material had been ex- 
amined. Bouman completely rejects all claims in 
regard to specificity ; and Dunlap rejects the finding 
of subcortical gliosis as being “specific.” 

Dr. Meyer: Would you describe what is meant 
by gliosis? 
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Dr. Conn: By gliosis Southard had meant that 
you could feel it. 

Dr. Meyer: It is “finger diagnosis.” 

Dr. Conn: Which was never corroborated, as far 
as I know. 

Dr. Meyer: It was one of those things that can 
very easily make a tremendous impression. Southard 
found that by palpating the surface of the brain he 
would get a basis of induration, and he claimed that 
he was able to make his localizing palpations best 
when the brain was not wholly fresh. Now, of 
course, those are rather delicate situations, and there 
was quite a little swapping of questions and com- 
ments during those days; nevertheless, it went to 
“brain spot,” numerous brain twisters and so on; 
brain spot being the responsiveness to Southard's 
fingers. 

Dr. Conn: In regard to microscopic findings one 
finds marked differences of opinion. Hassin stated 
that the third and fifth layers are predominantly 
affected. Bouman’s opinion was that it is a diffuse 
process. Dunlap rejected these findings and Spiel- 
meyer also has refused to accept the findings that 
he observed as being specific. Bouman has counted 
the cellular thickness in various parts of the brain 
and reported that there is no specific falling out, 
that it is not localized to any layer or series of 
layers. Amoeboid glia, as far as I can learn, were 
reported only by Alzheimer and Gurd. There is no 
corroboration of the pathologic changes in the testes 
which Mott had reported in typical cases of dementia 
praecox. 


Dr. Meyer: A study of that was made by Lewin 


after he left here. He worked for a year with 
Dunlap and he had an opportunity to go over all 
the old and more recent material of the endocrines, 
and he found that the senile cases showed changes 
in the testes, but with the others he came to non- 
specific data. 

Dr. Conn: Neither can the claims be substantiated 
that a correlation exists between the pathological 
findings and the clinical data. For example, it has 
been stated that the lesions in the parictal lobe can 
be correlated with catatonia, and Bouman has called 
attention to the lesions in the temporal lobe which 
he associates with auditory hallucinations and calls 
“phoneme.” Thus we find little agreement until we 
come to Spielmeyer, who completely denies any 
specificity to the lesions but mentions that such 
specific findings have been reported. 

We are faced with the question—why is the third 
layer implicated? There have been many theories. 
Bouman and Kappers have been very definite in 
their statements in regard to the third layer. They 
state that the subgranular laminae above the fourth 
layer have a correlative nature, and they present 
opinions which may or may not bear further inves- 
tigation. They are of the opinion that the lower 
layers are efferent and that the upper are afferent, 
and therefore since the second, third, and fourth 
layers fall between the two, that they contribute to 
the production of the nerve impulse (Bouman). Be 
that as it may, it is of interest to know that most 
of the pathologic findings are reported to be in this 
area. 


Dr. Muncie: Did not Bouman show us when he 
was here that, in the primates, the third cortical 
layer amounted to very little as compared to the 
human cortical layer, and does not make evolution- 
ary changes? 

Dr. Meyer: That, of course, deserves to be con- 
nected with the general idea of the neo-cortex that 
was developed. I am not quite sure whether Bou- 
man had much to do with that. He did emphasize it, 
however, and Mott and another man whose name I 
have been searching for for the last few minutes, an 
Englishman who now, I think, hes charge of an 
institution close to Liverpool—not Wallace, but 
something like that. He claimed that in the organiza- 
tion of the cortex the second and third layers were 
accessions, and, in harmony with that, we get these 
statements about relation to the primate. The third 
layer is undoubtedly the most variable of the layers 
in the cortex. 

Dr. Conn: Josephy stated that the third layer was 
involved but that there is no glial reaction, and no 
vascular changes. Josephy finds that this is the 
characteristic picture in his 2 uncomplicated cases. 

Dr. Meyer: With regard to that I would like to 
say that we have to be rather wary, however, of that 
sort of thing. I'll tell you what has happened to me. 
I was for a time quite devoid of material with polio- 
myelitis, and finally I had a few sections of polio- 
myelitis cases in which there was a deficit of cells 
in a motor plate; and then during the poliomyelitis 
epidemic I had a chance to see some sections in which 
the part of the spinal cord was just packed with 
blood vessels, with lymphoid and other cells, and I 
came to the somewhat rash conclusion that it looked 
very much as if we were dealing with a myelitis of 
a limited character in which the infiltration of blood 
vessels might have occurred as a result of degenera- 
tion of the nerve cells. But it appears that the nerve 
cells’ alteration in poliomyelitis is really primary, 
and that together with that other, comes this tre- 
mendous infiltration of the blood vessels and the 
tissues. I just mentioned that to give you an idea 
of how careful one has to be. There is a disease in 
which in one case the blood vessels are just packed, 
and in the initial phase not as yet, but with slight 
alteration, and in the terminal phase you get that 
sort of simple deficit, and when you realize how 
few cases of schizophrenia or dementia praecox 
come to an uncomplicated termination, unless it 
would be through suicide, at the initial stage of a 
phase, you have to recognize how poorly we are off 
with regard to judging of a thing of that sort. Those 
may just as well be constitutional peculiarities, as 
Dunlap thought, or they may be early processes; at 
any rate, they are indicators at a long distance. Is 
there anything in these cases in the clinical process 
that would give one a chance to see what the con- 
stitutional make-up of the individual was before the 
illness ? 

Dr. Conn: I was very much interested in these 
2 so-called uncomplicated cases. The first appeared 
to be of a deteriorating nature, and the other was 
affect-determined, became markedly depressed, and 
terminated in suicide. In spite of a sharp contrast 
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in the clinical findings of these 2 cases, both showed 
the same “falling out” in the third layer. 

Dr. Muncie: How are the spinal fluid findings? 

Dr. Conn: In the first case, there was mention of 
a spinal puncture. The report was not significant ; 
I don’t remember the exact findings. Bouman stated 
that not only the third, but the fourth and fifth 
layers are involved; it is a very diffuse, spotty 
process. Bouman, therefore, denies that dementia 
praecox is a system disease, involving any system of 
layers or any one particular layer. 

More recently there has appeared an interest in 
what has been called selective laminary involvement. 
In these cases an entire layer or part of an entire 
layer is involved without leaving very much of a 
vascular change. The large vessels are not particu- 
larly involved, and there is very little glial response 
reported. De Vries has shown that localized lami- 
nary involvement of the third layer was present in 
cases of encephalitis, toxemia, and cardiac insuf- 
ficiency, and Neuberger reported similar findings in 
a patient with arteriosclerosis. Spielmeyer also has 
reported similar findings in the third layer in other 
cases of cardiac insufficiency, and in one case of 
cyanide poisoning. Wechsler has reported changes 
in the third layer in cases of amyotrophic lateral 
sclerosis and in Huntington's chorea the third and 
fifth layers are also involved, so that it seems to be 
a fairly common process. 

Dr. Meyer: Is there anything said in that case 
with regard to the symptomatology of the dropping 
out of the third layer? 

Dr. Conn: No, not in that case, but in others: 
some are said to have behaved “normally,” some are 
confused, others are called “nervous.” Apparently 
one has to think in terms of the vascular supply to 
each cortical layer. As far as I can determine, there 
is very little data to be obtained on that subject. 
The best, I think, comes from Pfeiffer, who states 
that there is no correlation to be found between the 
cellular groupings and the vascular architecture of 
the same area. 

Dr. Meyer: Are there questions? 

Dr. Diethelm: Did you notice the papers of 
Fiinfgeld? I ask because his papers are very nice, 
and I was interested because his approach, con- 
sidering the whole illness, is somewhat different 
and somewhat closer to ours. He is in charge of the 
clinical work of the patients at Kleist’s clinic, 
Frankfurt, and has a chance to study the cases him- 
self, and is a good clinician. He tries to give a 
picture of the reaction settings entirely and not just 
of “dementia praecox.” I do not know about the 
validity of his claims. Spielmeyer is very much 
against it, but I feel because he at least studies the 
motility disturbance very carefully, and on the living 
person, that he deserves attention, because many 
of the others do not have good observation of the 
living patient, though I am not in a position to 
judge very well. That was one of the points which 
I always had in favor of Fiinfgeld—the pathological 
findings are at least open to discussion. 

Dr. Meyer: And how far do they go? 

Dr. Diethelm: Spielmeyer told me that his claims 
ire of a systemic nature, that there are findings 


which you can find in any type of wasting disease. 
I was not quite clear, as I pointed out to him, how 
much the factor of hypermotility was taken into 
consideration, because many of his cases deal with 
catatonic excitement and marked motility disorders. 
I have not looked at the paper since 1930; I don’t 
think I would be able to go much further than that. 

Dr. Meyer: Any other questions or remarks? 

Dr. Muncie: Has anyone besides Mott done any- 
thing with his concept of constitutional inadequacy 
allied to the changes in the testes and ovaries? 

Dr. Conn: As far as I know no other studies 
have been reported. Mott's patient was described 
as being an “acute melancholia.” He was a boy of 
19 whose mother was in a mental hospital ; a grand- 
father and brother had committed suicide, a sister 
had been in a mental hospital. He said that “some- 
one had tried to kill him,” appeared to be quite de- 
jected, developed a rash (erysipelas) and a fever 
of 102°, The autopsy revealed hemorrhage in the 
medulla. The testes were considered to be of a 
“genetic inadequacy” type. The testicles of the 
brother who committed suicide had been sent to the 
examiner as “normal” material, but when they were 
re-examined, those testes were like those found in 
cases of “advanced dementia praecox.” So that I 
don’t know what one can make of this very definitely 
affect-dominated picture, which can be contrasted 
with what is found in the dementia praecox cases. 

We have found many contradictory results and 
have demonstrated that as the observations of the 
later investigators became more exacting in that 
they were subjected to controls, and the taking into 
consideration of the factors of age, terminal condi- 
tions, time of autopsy, and the type of clinical ma- 
terial with which they were dealing, that the claims 
of the specificity of the earlier findings were pro- 
gressively decreased. There are, however, careful 
investigators who still claim that there is a pro- 
gressive parenchymatous degenerative process of the 
cerebrum to be observed in cases of schizophrenia 
(Josephy, Bouman, Gurd, Spielmeyer). Neverthe- 
less, in the best of these observations, one which 
has been carefully controlled by cellular counts in 
the various cortical laminae, there is no specific in- 
volvement of any particular layer or even series of 
layers ; rather it appears that “the cortex is involved 
in all of its layers, here more, there less” (Bouman). 

Dr. Meyer: You mentioned Gurd. 

Dr. Conn: Yes, Gurd from Michigan. 

Dr. Meyer: She was a pupil of Alzheimer’s who 
for a time was working in Barrett's institution, and 
coming from Alzheimer’s laboratory with the tech- 
nique and knowledge of all the work that Alzheimer 
was interested in, the products of regression or de- 
struction, she was pledged to such a statement as 
she makes there. I have asked her, Bouman, South- 
ard, and a number of others to favor me with the 
opportunity to look at series of sections, but either 
death or departure or some other obligation has 
interfered in almost all of my attempts to get what 
I hoped for, and what I seriously asked for. 

Dr. Conn: There is a growing consensus of opin- 
ion, even among those who insist upon an “organic 
basis” for this disorder, that these “indefinite cellu- 
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lar losses” may occur in entirely different organic 
conditions (Spielmeyer). On the other hand, the 
pioneer work of Dunlap has shown how normal con- 
trols may demonstrate many of the so-called clas- 
sical findings, and that “nobody knows what changes 
may occur in the nerve cells of normal persons as 
a result of processes going on in the body just be- 
fore or just after death—processes in no way con- 
nected with any psychosis”—an observation which 
has been corroborated by many other workers 
(Spielmeyer, De Vries, Neuberger). 

Dr. Meyer: And he (Duniap) was my assistant 
from the days in Worcester about 1898. He came 
from the Boston City Hospital with the training of 
Mallory, and he accompanied me to New York and 
remained at the psychiatric institution until the time 
of his death about 1925, and he undertook the work 
of comparison of normal brains—at any rate non- 
psychotic brains—obtained in electrocutions, acci- 
dents, and so on. Unfortunately, an attempt of ours 
to make sure that we would be able to get brain 
material from the war was frustrated and died of 
inanition, so that terrible slaughter was allowed to 
go on without one of the crucial tests and crucial 
opportunities of determining a question of this sort. 
Whether it is an important question or not, of 
course, that we will be able to see after Dr. Conn’s 
paper. 

Dr. Conn: The entire problem is complicated by 
the existence of a group of progressive degenera- 
tions which involve the gray matter of the cerebrum, 
and from within which the pattern of many of the 
deterioration reactions may have been taken (Alpers 
—1931). We will have made a definite step for- 
ward when we surrender the paradigm of general 
paralysis. The attempt to group these heterogeneous 
findings into a specific disease entity comparable 
to that of general paralysis has proven to be pro- 
gressively less productive of constructive formula- 
tions over a period of 50 years of intensive research. 
In the light of all that has gone before, we can only 
state with any degree of assurance that it is “the 
picture as a whole [which] makes the diagnosis. 
There are no pathognomonic findings. The deterio- 
ration gives the disorder its name; but it is not al- 
ways realized. [This is quoted from Dr. Meyer’s 
paper, Dynamic Interpretation of Dementia Prae- 
cox, 1910.] For the present specific anatomical find- 
ings and hypothetical toxic influences have proven 
to be of little value to the clinician.” 

Dr. Meyer: I should like to say that I hope the 
day will come again when there will be more atten- 
tion paid to the autopsy material. It is a tremen- 
dously important chapter concerning our knowledge 
of man, and one in which we need very systematic 
and painstaking work for which I think we have 
now a better clinical background than we had 40 
years ago. It has been to some extent a matter of 
economy that has allowed the autopsy work to drop 
more or less out of sight. Not altogether, though; 
I think that the child guidance preoccupations and 
defense had a great deal to do with the dwindling 
of data from the autopsy. On the other hand, it was 
a very fortunate thing that it lets clinical concepts 
receive attention. After all, | am a psychiatrist who 


became a psychiatrist against the desire of those 
who got me into the work. I was engaged as a 
pathologist, and it did not take me very long to 
recognize that pathology had to be studied in the 
living. 


CONCLUDING COMMENTS 


The teaching of a good and great man is 
never forgotten. It is “burned” into the 
minds of his pupils and lives on in their be- 
liefs and publications, From my lecture notes 
(1931) I quote Meyer’s statement : 

We don’t have to mythologize or use adultomorphic 
concepts, symbolizations, which have nothing in 
common with the vegetative functions of earlier 
periods [and] the initial stages should not be 
thought of in terms of full-fledged performances ; 
this is psychologizing, a mythology—to put it across 
anyway you can—to give a primitive tendency a 
drastic interpretation. 

Meyer’s pupils have used this material as the 
foundation of their scientific thinking. To 
cite one of many possible examples,* Kubie 
(who interned at the Phipp’s Clinic 10 years 
before me) recently stated : 

Klein's theory of infantile psychopathology .. . 
implicitly and explicitly adultomorphizes the infant. 
Klein invests the infant’s unmyelinated cerebrum 
and his partially myelinated afferent and efferent 
pathways with adult conscious and unconscious sym- 
bolic perceptions, conceptions and fantasy forma- 
tions; in short with the full complement of adult 
psychic equipment. 


Dr. Meyer was a wise man—a term re- 
served for those who “set the pace” of an 
era. It was he who said, “The history of 
dementia praecox is really that of psychiatry 
as a whole,” and about Kraepelin’s revolu- 
tionary concept he wrote, “A new orientation 
with a provocative challenge—but not a 
better understanding of the disorder.” 

“Mind” to Adolf Meyer was always to be 
represented in terms of conduct and behavior. 
His final formulation of dementia praecox 
was that it was “a substitution of inefficient 
and faulty attempts to avoid difficulties rather 
than meet them by decisive action.” 

His philosophy of science had the sincere 
quality of humility. I conclude wtih Meyer’s 
statement : 

Knowledge does not duplicate reality ; it only repre- 
sents it—we have enough to do to organize it. 


* Kubie, Lawrence S. J. Am. Psychoanalyt. Assoc., 
1:64, Jan. 1953. 
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From the inception of Freud’s studies 
right through to the work of his followers in 
the present day, the movement of quanta of 
energy remains a primary concept of human 
psychic functioning. 

As early as 1894, Freud was expounding 
a theoretical concept of the mechanisms of 
psychic illnesses depending upon the vicissi- 
tudes of affectual energy behaving in a man- 
ner directly comparable to a fluid electric 
current. As the conclusion of his 1894 paper 
on “The Defense Psychoneuroses,” there is 
the following paragraph : 
I should like finally to dwell for one moment on the 
hypothesis which I have made use of in the exposi- 
tion of the defense neuroses. I mean, the conception 
that among the psychic functions there is something 
which should be differentiated (an amount of affect, 
a sum of excitation), something having all the at- 
tributes of a quantity—although we possess no 
means of measuring it—a something which is capa- 
ble of increase, decrease, displacement and dis- 
charge, and which extends itself over the memory- 
traces of an idea like an electric charge over the 
surface of the body. We can apply this hypothesis, 
which, by the way, already underlies our theory of 
abreaction, in the same [italics mine] sense as the 
physicist employs the conception of a fluid electric 
current. For the present it is justified by its utility 
in correlating and explaining divers psychical con- 
ditions, 


While we no longer speak so freely of 
“charges” that are similar to electricity, this 
early contribution of Freud’s remains a basic 
element in a great deal of psychoanalytic 
theory and practice. We see it particularly in 
the concepts of emotional tension and dis- 
charge, cathexis, and abreaction. His con- 
ception of the effect of past experience on 
present behavior was in terms of the fixation 
of energy charges to mechanically buried 
memories, Correspondingly, the cure of dis- 
torted behavioral responses was conceived 
of as effected by the release (abreaction) of 
such bound quanta of psychic energy. As late 
as 1914, Freud wrote, in his paper “Further 
Recommendations in the Technique of Psy- 
choanalysis :” 

This working through of the resistances may in 
practice amount to an arduous task for the patient 
and a trial of patience for the analyst. Nevertheless, 
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it is the part of the work that effects the greatest 
changes in the patient and that distinguishes analytic 
therapy from every kind of suggestive therapy. 
Theoretically, one may correlate it with the abre- 
action of quantities of affect pent-up by repression, 
without which the hypnotic therapy remained in- 
effective. 

Somatic disturbances, such as the paralysis 
of motor activity, were conceived of in terms 
of inefficient energy charges of certain areas 
of the body. Confused patterns and inef- 
ficient patterns of behavior are consistently 
explained by Freud as vicissitudes in the dis- 
tribution and economy of psychic energy. 

Carl Jung assumed the existence of a 
“psychic energy.” In 1911 Jung challenged 
Freud’s concept of the libido as a specifically 
sexual force, and redefined it as a general 
“life force,” a general “psychic energy.” A 
great deal of time and discussion has been 
devoted to defining the differences between 
Freud’s and Jung’s concepts of “psychic 
energy,” whereas, until recently, little effort 
has been applied to the examination of the 
common denominator in the thinking of these 
two men: their view that human behavior is 
determined by the movement of a special type 
of energy. 

The assumption of the existence of such a 
thing as psychic energy, whether it be called 
sexual or general, was arbitrary from the 
very beginning. In the above quotation from 
Freud we see him borrowing from physics, 
“for convenience,” the concept of the flow of 
electrical energy. To make an analogy with 
the field of physics for convenience during 
the development of new ideas is an acceptable 
device. But the convenient analogy became 
inextricably interwoven in Freud’s basic con- 
cepts. He never retraced his steps to this 
figurative origin of the psychic energy con- 
cept, nor did he ever give it other than fig- 
urative substantiation. And Jung did not 
even bother to state the analogy. Freud and 
Jung both postulated a “psychic energy,” and 
both men based all of their further thinking 
on the assumption of the validity of this 
mystical force. 

It is true that whenever in nature we deal 
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with movement, we are dealing with energy. 
It is true that energy is manifested in animal 
movement in certain ways characteristic of, 
and exclusively pertaining to, highly organ- 
ized matter. In other words, we have an 
energy pertaining to animal life which we 
designate broadly as physiological. Physio- 
logical energy is involved in all animal func- 
tions—respiratory, motor, sensory, reproduc- 
tive, digestive, excretory—and, of course, is 
involved in the activity of the most highly or- 
ganized matter, the brain, with its relation- 
ships with all the specialized functions. The 
beginnings of the measurement of various 
manifestations of physiological energy had 
been made at the time Freud and Jung were 
developing their theories. These beginnings 
have, of course, since that era developed 
enormously, so that today we have accurate 
measurement in such forms as metabolic 
rates, electroencephalography, and electro- 
cardiography. To speak of a new kind of 
energy, whether it be described as sexual or 
general, has no scientific basis. We cannot 
establish scientifically the concept of the ex- 
istence or flow of a psychic energy by em- 
ploying the authority of nevrophysiology or 
neuroanatomy, by speaking ot hysterical con- 
version as the flow of psychic energy along 
bodily innervations. We know full well that 
nervous impulses do flow in a measurable 
and electrical fashion along nerve pathways. 
The use of those pathways for the flow of 
any other kind of energy is as arbitrary an 
assumption as the existence of this new kind 
of energy itself. 

In the field of psychiatry we are occupied 
with the dynamics of human beings in their 
relationships with other human beings. These 
dynamics include the whole range of human 
emotional reactions. Emotional experience 
and its interrelated perceptual and conceptual 
experience involves the flow of energy within 
the organism, just as does every other ac- 
tivity. If Mr. A. is in love with Miss B., the 
sight of her will result in an increase in 
metabolism, blood pressure, and heart rate, an 
increased excretion of adrenalin, in perhaps 
a hyper-reflexia and an increased responsive- 
ness of sensory organs, as well as an awaken- 
ing of genital interest. Freudians would re- 
ject as ridiculous and mechanistic a concept 
that an individual’s emotional response is 


merely the integrated aggregate of the phiysi- 
ological mechanisms involved. To describe 
Mr. A.’s infatuation as a “libidinous object 
cathexis” is no less mechanistic. The psychic 
economy concepts involved in cathexis, the 
unifying tendencies subsumed under Eros 
and the disintegrating tendencies subsumed 
under Thanatos, all involve a mythical kind 
of behavior of a mythical kind of energy. 
Certainly there is no basis for regarding the 
coming together of chemical radicals in solu- 
tion to form a salt, of protozoa to form a 
colony, and of men to form social groups, as 
manifestations of the same unifying tendency 
in nature. Such a universalization was a use- 
ful device lending scientific-sounding author- 
ity to an unscientific though imaginative 
hypothesis. 

The concept of psychic energy did not 
evolve from scientific clinical observation. It 
had to be devised because some such idea was 
necessary to lend dynamism to human be- 
havior otherwise conceived in essentially 
static patterns. Concepts of behavior such as 
Oedipal reactions and castration fears are 
static because they represent predetermined, 
inherited constellations. The behavioral re- 
sponses of the individual are not recognized 
as evolving out of his social experiences, On 
the contrary, social experience itself is pre- 
defined in genetically fixed modes of be- 
havioral response. The very essence of the 
instinctual explanation of human activity is 
its reliance upon universal, inherited patterns 
of behavior that do not change from genera- 
tion to generation. With change in human 
activity based upon shifts from one type of 
pre-established behavior pattern to another, 
it was necessary to postulate some mechanical 
force shifting from one mechanism to an- 
other. Freud, as quoted above, indicated the 
derivation of such a concept from the field 
of physics, where one motor mechanism or 
another is activated by electrical energy. He 
conceived of human beings, in their relations 
with one another, as behaving in the same 
way. 

Human beings were not conceived of by 
Freud as integrated, living organisms evolv- 
ing social behavior through social experience. 
He conceived of them, in contrast, as having 
an Oedipal type of reaction, as having the 
penis-envy type of reaction, and of evolving 
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personality in accordance with sexual de- 
velopment that corresponded with shifts of 
psychic energy from one erotic zone to an- 
other, The social behavior of the pubescent 
and adolescent was conceived of as deter- 
mined by revolutionary shifts and changes in 
intensity of psychic energy, or, as it came 
to be more popularly designated, libido. Thus 
it becomes clear that if patterns of behavior 
are genetically predetermined, then dyna- 
mism, which involves change and movement, 
rests not in evolutionary development 
through new expereince but, on the contrary, 
rests primarily on the shifting, among pre- 
established mechanisms, of the activating 
force, psychic energy or libido, 

A dynamic concept of behavior and of the 
evolution of personality involves increasing 
perception, experience, conceptualization, and 
communication, all of which are character- 
istic of the relationships among men. Be- 
cause of the high degree of development of 
the cerebral cortex, its potential for interre- 
lating and correlating data and co-ordinating 
functions, there is recognizable an infinite 
potential for the development of new kinds 
of activities and responses. There is an in- 
finite variety of experience, a constant in- 
crease of experience from moment to moment 
throughout life. Each new experience is in- 
fluenced through the cerebral cortex by all 
of the past experience of the individual. In 
turn, each new experience will influence, 
through the cerebral cortex, the future activi- 


ties and responses of the individual—so that 
the development of personality is in a real 
sense a continuous process of change and 
development. 

Where constant development and change 
are the essence of the dynamism, such a con- 
cept as psychic energy is totally unnecessary. 

Human beings are qualitatively different 
from all other animals because of the enorm- 
ously superior development of their cerebral 
cortex. This development results in a quali- 
tatively different, much more complicated 
integration of all of the specialized vegeta- 
tive-motor-sensory functions—in conceptual- 
ization and in thought communication 
through language. Man’s highly developed 
cerebral cortex results, furthermore, in a 
social existence which is qualitatively differ- 
ent from the group existence of all other ani- 
mal orders, The province of psychiatry is 
the study, and the practical application of the 
knowledge thereby gained, of the nature of 
these new and highly developed social phe- 
nomena. We cannot penetrate to the nature 
of these phenomena by regarding them as 
manifestations of a hypothetical type of 
energy that behaves like the energy of the 
nonhuman, nonsocial science of physics. We 
can build a psychiatric science only if we 
make a correlated study embracing activity, 
thought, feeling, communication, and physi- 
ology of the ways in which human beings re- 
late to other human beings. 
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FOUR YEARS’ EXPERIENCE WITH PREFRONTAL LOBOTOMY * 


V. A. KRAL, M.D.,2 ano A. R. ELVIDGE, M.D.* 
Montreat, CANADA 


The first bilateral prefrontal lobotomy at 
the Verdun Protestant Hospital was per- 
formed on February 21, 1950. By February 
8, 1954, 100 patients have been operated 
upon. This paper reports some of our ex- 
periences with these patients. Regarding the 
operation itself, the postoperative course, and 
complications, this report is based on the 
whole material of 100 cases. Evaluation of 
the psychiatric results, however, is based on 
82 cases operated upon between February 
1950 and June 1953. Thus, the shortest ob- 
servation period is 10 months, the longest 
more than 4 years, the average being 24 
years. 

All patients were suffering from chronic 
mental diseases and nearly all had been 
treated previous to the lobotomy by insulin 
coma or/and electroconvulsive therapy. In 
addition, they had received individual and 
group psychotherapy and occupational ther- 
apy. These forms of treatment, however, had 
not produced any or only short-lasting im- 
provement. 

Recommendation for lobotomy by the 
medical staff was based on 2 main indications. 
Some of the patients were recommended for 
lobotomy when they still possessed good emo- 
tional responsivity, when deterioration was 
absent or minimal, and when the family re- 
sources were favorable. These patients were 
recommended in the hope of enabling them 
to return to a normal life in the community. 
In progressed and deteriorated cases, lobot- 
omy was recommended in the hope of freeing 
the patients from their outbursts of violence, 
destructiveness, homi- and suicidal tenden- 
cies, to make them more cooperative and 
sociable inside the hospital. During the last 
2 years the indication has shifted increasingly 
to the first group. 

Among the 100 cases here reported were 


1 From the Verdun Protestant Hospital, Montreal, 
Canada; read at the annual meeting of the Psychi- 
atric Section of the Montreal Medico-Chirurgical 
Society, April 22, 1954. 

2 Verdun Protestant Hospital. 

® Montreal Neurological Institute. 


47 men and 53 women. At the time of opera- 
tion the youngest patient was 17, the oldest 
70 years old, the mean age 39.4 years. Dura- 
tion of hospitalization before operation varied 
from 3 months to 37 years with a mean of 
5.9 years. Duration of disease ranged from 
6 months to 39 years with a mean of 10.2 
years. 

The diagnostic categories are listed in 
Table 2. The schizophrenic group of 76 cases 
comprises 22 catatonics, 19 hebephrenics, 15 
cases of paranoid schizophrenia, 11 simple 
schizophrenics, 5 cases where deterioration 
was so advanced that they could not be classi- 
fied in one of the usual subgroups, and 2 
cases with acute schizophrenic reactions. 

The group of involutional psychoses, 10 
cases, is composed of 4 paranoid psychoses 
and 6 cases of involutional melancholia. The 
manic-depressive group comprises 4 chronic 
depressions, 1 chronic manic psychosis, and 
2 mixed states. All these cases had a history 
of one or more depressive and/or manic 
phases previous to the one for which they 
were operated upon. 

The miscellaneous group comprises 2 or- 
ganic psychoses (1 G.P.I. and 1 senile psy- 
chosis), 2 cases of drug addiction and 3 
severe neuroses, one of them an obsessive 
compulsive neurosis. It should be mentioned 
that one of the cases admitted as drug ad- 
diction did not receive any other psychiatric 
treatment previous to the lobotomy. He be- 
came a morphine addict after a laparotomy 
for an inoperable carcinoma of the pancreas. 


OPERATIVE TECHNIQUE 


Burr holes are placed 14 inches off the midline in 
the coronal plane. The cortical surface is examined 
and cerebral biopsies to a depth of 4 cm are taken 
in line with the proposed leucotomy section. The 
consistency of the brain is noted. 

The section is made after palpating the roof of the 
orbit near the lesser wing of the sphenoid bone 
which lies at an average depth of 7 cm. Occasionally 
the tip of the ventricle is punctured with the needle. 

The direction of the section is from the burr hole 
through the center of the hemisphere skirting the 
tip of the lateral ventricle, the wall of which can 
often be felt and is occasionally punctured, to a 
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position in line with a point one-half inch behind 
the fronto-zygomatic suture according to the shape 
of the head, so that the instrument points to the 
lesser wing of the sphenoid or immediately anterior 
to it. 

A maximal coronal section is then made entering 
to a depth of 6 cm and 5 cm and 4 cm in other 
directions. The falx is contacted medially and the 
bone is approached iaterally. Gross changes in brain 
consistency can be felt. The instrument used for 
the leucotomy is the No. 1 brain dissector. 


Gross changes on inspection of the me- 
ninges and cortical surface have been noted 
when they are marked. They consist of 
thickening of the pia-arachnoid, opalescence 
of the meninges, yellowish and dusky dis- 
coloration of the cortex, deepening of the 
sulci. 

Palpation of the brain substance reveals 
changes in consistency, which may consist of 
areas of increased resistance which is some- 
times felt in the lower half of the frontal 
lobe. The tissue about the wall of the ventricle 
can be palpated and sometimes is firmer than 
usual bespeaking a gliosis. 

With one exception all operations were 
performed with general anaesthesia.* Usually 
500 mg of pentothal and 100 units of curare 
were given for induction followed by oro- 
tracheal intubation. Maintenance of anaes- 
thesia was by nonrebreathing technique em- 
ploying 20% oxygen, 80% nitrous oxide 
together with minimal amounts of trichlor- 
ethylene. During anaesthesia an intravenous 
infusion of 5% glucose in water was ad- 
ministered. During the recovery period the 
patient was given nasal oxygen. Recovery 
from the anaesthesia was usually prompt. 

Postoperatively the patient is kept in a 
separate room with a special nurse. The vital 
signs are recorded hourly. Penicillin is given 
routinely for 3 days. Rehabilitation sets in 
practically immediately after the patient 
awakes from the narcosis by habit training 
and stimulating his interests in conversation, 
reading, and encouraging small occupational 
activities like drawing, writing, playing with 
plasticine, and so on. 

Regarding the immediate postoperative 
period the following observations could be 


*We are greatly indebted to Dr. H. M. Slater, 
director of the department of anaesthesia at the 
Children’s Memorial Hospital, Montreal, and his 
staff for their invaluable help in providing anaes- 
thesia for these cases. 


made: All patients had an amnestic syn- 
drome with disorientation particularly in time, 
impairment of recent memory, and a circum- 
scribed amnestic gap composed of an antero- 
grade part for a period lasting for several 
hours to 1 day and a retrograde part stretch- 
ing back in some cases over a period of I to 
2 days. There was always a strong denial of 
any operation and the dressing was explained 
in a confabulatory fashion. This immediate 
postoperative amnestic syndrome disappeared 
in 1 or 2 weeks. What remained in nearly all 
patients was the amnesia for the operation 
itself and a short retrograde gap. Some pa- 
tients later on were informed by others about 
the operation and accepted this, others per- 
sisted in their denial, thus indicating a psy- 
chogenic factor in this respect(1). 

All patients showed postoperatively incon- 
tinence for urine, rarely also for feces. This 
incontinence for urine persisted with some 
patients for several days, with others for 
several weeks, in women usually longer than 
in men, Nearly all had increased appetite. 
Most patients had a grasp reflex and all of 
them iterative automatism(2). Whereas the 
former usually disappeared during the first 
week, the latter persisted for many months 
and in some cases can be elicited even after 
2 and more years. 

Apart from these common features com- 
parable to Klein’s “invariably present symp- 
toms” (3), the immediate postoperative be- 
havior was different. Forty-three patients 
were pleasant, cheerful, cooperative. They 
answered questions freely although, because 
of their amnestic syndrome, incorrectly. Hal- 
lucinations and delusions could not be elicited 
for several days, although they had been 
present before the operation. 

Forty-one patients were akinetic. They did 
not move or speak spontaneously. Chewing 
and swallowing were extremely slow, in- 
continence very marked, postoperative care 
difficult because of lack of cooperation. These 
patients answered questions slowly and in 
monosy!lables. Their emotional condition was 
characterized by extreme indifference. This 
condition lasted from 2-8 or 10 days, in some 
cases even a few weeks. 

A third group of 14 patients offered the 
opposite picture. They were restless, con- 
fused, hostile, and negativistic, some even 
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violent. They would not keep the dressing 
on, would leave the bed, and had to be 
sedated. This condition usually lasted for 
several days. 

Two patients remained in coma for 2 and 
3 days respectively. One of these patients 
died ; the other, after coming out of the coma, 
was akinetic for several days. 

Subarachnoid hemorrhage with the clinical 
signs of meningeal irritation—stiffness of 
neck, Kernig’s signs, elevation of temperature 
to 100° and 101° was found in 7 patients. 
Lumbar puncture revealed bloody fluid with 
xanthochromia. This condition cleared up in 
a few days. In contrast to this benign condi- 
tion there occuiied one case of staphylococcal 
meningitis in a restless patient who removed 
the dressing and scratched the wounds on the 
scalp. This condition was successfully treated 
with chloromycetin. 

Generalized epileptic seizures early after 
the operation were noted in 4 patients. The 
shortest interval was 1 day, the longest 4 
weeks after the operation. In 2 cases the 
seizures remained limited to the postoperative 
period. In the remaining 2 cases, however, 
other grand mal seizures occurred 10 and 12 
months after the operation. These 2 patients 
therefore had both early and late grand mal 
seizures. 

Sixteen patients, including the 2 just men- 
tioned, had late epileptic seizures, that is, 
from 6 to 24 months after the operation. Al- 
though a few of our patients had 2 or more 
seizures in a series when the seizures first 
occurred, the attacks remained isolated and 
were easily controlled by anticonvulsive 
drugs. 

The EEG in these cases varied. In one 
case the EEG consultant’s report one day 
after the seizure reads: Considerable slow 
and sharp wave activity in temporal, central, 
and frontal areas bilaterally, more on the 
right. In another case, also the day following 
a seizure: Record slightly more irregular 
than preoperatively, but still within normal 
limits. 

In all, 18% of our patients developed epi- 
leptic seizures after lobotomy. This percent- 
age is in fair agreement with the observations 
of other workers(4) and closely approxi- 
mates the incidence of epileptic seizures in 
cases of head injury with brain damage(5). 


Neither the immediate postoperative be- 
havior of the patient nor the occurrence of 
postoperative complications, such as sub- 
arachnoid hemorrhage or epileptic seizures, 
had in our observation, any bearing on the 
further course and the eventual result of the 
operation. 

In only a few patients, as in the drug 
addicts and some involutional psychoses, was 
the course after the first postoperative days 
unidirectional. In most of the others, con- 
siderable change of behavior occurred. A pa- 
tient would change his behavior several times 
from placid cooperativeness to restlessness 
and even violence and vice versa. Or he 
might for a time be euphoric and then again 
change to a depressed or anxious condition. 
Hallucinations and delusions would not be 
elicitable for some time only to recur for a 
certain period. It took usually 8 to 9 months, 
in some cases even longer, before a definite 
trend in the patient’s course was established 
indicative of the eventual result of the 
operation. 

During this period intensive attempts at 
rehabilitation were carried out. This was 
easier with patients whose relatives could af- 
ford a special attendant who would guide the 
patient in his daily activities, supervise him 
in occupational therapy, accompany him on 
his home visits, etc. For the other patients 
special lobotomy occupational classes were 
formed with remarkable success in some 
cases. This project, however, needs further 
development. A considerable factor even at 
this stage is an understanding and helpful 
family. 

In patients where the lobotomy led to im- 
provement and the psychotic manifestations 
became less manifest, conspicuous changes 
could be observed, primarily in the emotional 
sphere, There is a definite tendency to emo- 
tional indifference and flatness, although the 
degree varies with the individual patients: in 
some, just noticeable ; in others, most marked. 
This does not mean, however, that emotional 
reactions are absent in these patients. As far 
as we can judge, in our improved patients 
a stronger stimulus is needed to produce 
emotional reactions and they are usually 
short-lasting. On the whole an attitude of 
laissez faire prevails. 

This change is most beneficial in formerly 
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depressed, anxious, and tense patients and 
helps them to adjust and lessens their hallu- 
cinations and delusions. It is on the other 
hand unfavorable in cases where emotional 
flatness is an outstanding feature as in simple 
schizophrenics, 

Connected with the indifference just men- 
tioned is often a lessened control over the pa- 
tient’s drives. The increased appetite, has 
been mentioned and some patients, otherwise 
well improved, do not hesitate to satisfy it 
wherever they can. Control over the sexual 
drive is usually but not always better pre- 
served, A man, for instance, made homo- 
sexual approaches to fellow patients and 
masturbated openly explaining simply “he 
felt like it.” It is, however, characteristic that 
the lobotomy patient when reproached for 
his behavior does not argue but tries to obey, 
at least for a while. 

Another change concerns the patient’s 
ability to maintain an attitude or set as de- 
scribed by Malmo(6). In some of our pa- 
tients a marked instability is observed. They 
become easily distracted, their interests 
change easily, and it is for a long time difficult 
for the attending staff to keep them on a job 
necessary for their rehabilitation. 

It is understandable that the changes just 
mentioned, the instability, the indifference, 
and a certain loss of control may lead to be- 
havior similar to that observed in unstable 
psychopaths, We actually observed such be- 
havior in 2 of our patients who otherwise 
showed a remarkable improvement and who 
were actually free from psychotic manifesta- 
tions. The interesting problem, why such 
changes are not observed more frequently, 
has been discussed extensively by Hoch(7). 

With regard to intellectual functioning, we 
can confirm the results of a previous study (1) 
that lobotomy per se does not produce a 
permanent memory defect. After the im- 
mediate postoperative amnestic syndrome dis- 
appeared the patients showed memory func- 
tions in the normal range or at least no worse 
than could be expected considering their psy- 
chotic condition. 

The process of thinking was influenced by 
the lobotomy indirectly and was parallel to 
the changes produced in the patient’s emo- 
tionality. Where retardation was present and 
the associative process slowed down before 
the operation as part of a depressive psy- 


chosis, this sign improved considerably. The 
opposite occurred in a manic state with 
flights of ideas where the stream of associa- 
tions became decreased. Blocking, too, was 
favorably influenced and disappeared in some 
patients completely. Schizophrenic incoher- 
ence of thought on the other hand, when 
present before the operation, does not im- 
prove; although the patient may show less 
pressure of speech and the symptom may be- 
come less conspicuous. The statement of 
some workers(7) that lobotomy per se leads 
to impairment of integration of thought can 
not be confirmed on the basis of our observa- 
tions. 

The content of thought was influenced also 
by the effect of the operation on the emo- 
tional state. There was a certain lack of mo- 
tivation, an inability to plan and to maintain 
a goal. On the other hand, where tension, 
anxiety, and depression decreased or disap- 
peared following the operation, delusions and 
hallucinations became less conspicuous or 
disappeared. When, on the other hand, the 
emotional changes were not improved or 
when anxiety and tension returned, delusions 
and hallucinations again emerged. 

It would seem, therefore, that lobotomy 
affects primarily the emotional sphere. The 
general behavior and thinking, as far as form 
and content are concerned, are influenced 
only indirectly. 

As mentioned above, the report on the 
practical results of the operation is based on 
the 82 cases operated upon from February 
1950 to June 1953. From these 82 patients, 
21 (25%) were discharged from hospital. Dis- 
charge, however, does not seem an adequate 
criterion for rating the therapeutic results. 
A number of practically recovered lobotomy 
patients are still in hospital but cannot be 
discharged because of their unfavorable 
family and social situation. There are, on 
the other hand, among our discharged pa- 
tients, some who are not able to support 
themselves by their own work and are de- 
pendent on their family resources which hap- 
pen to be favorable. We have, therefore, 
chosen to rate the degree of improvement on 
the basis of the clinical picture and social ad- 
justment, including the working capacity, 
regardless of whether the patient is still in 
hospital or not. 

We have divided our results into 4 grades. 
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“Social recovery” is considered to be pres- 
ent when the preoperative psychopathology 
is not in evidence, when the patient is sociable 
and able to work and to support himself. 
This grade of improvement is indicated by 
+++ in the accompanying tables. Im- 
provement is considered “satisfactory” when 
the patient is sociable, cooperative, and capa- 
ble of working in, and still dependent on, a 
sheltered environment. This improvement 
is indicated by ++. “Clinical improve- 
ment,” indicated by +, is considered present 
when the main behavior disorder for which 
the lobotomy was performed, for instance, 
homicidal or suicidal attempts and/or de- 
structiveness, have disappeared but the pa- 
tient does not show any considerable change 
in his psychopathology. Finally, “no im- 
provement,” indicated by —, is considered 
present when no change in the patient's 
psychopathology and behavior is observed 
after a long observation period. Our long- 
term results are presented in Table 1. 

On the whole, 74.4% of our patients de- 
rived some benefit from the lobotomy rang- 
ing from clinical improvement to social re- 


covery. These results compare well with 
those of the British Control Board(8) and 
with the figures published by American 


workers(9,10). The results were better 
with female patients than with male. From 
the former 85.7% (36 out of 42 patients) 
were benefited by the operation, from the lat- 
ter only 62.5% (25 out of 40 patients). This 
difference prevailed also when the different 
rates of improvement were compared. This 
is in line with the observation of other 
authors(4). 

The age of the patients at the time of 
operation did not seem to influence the long- 
term results significantly. Statistical evalu- 
ation showed no significant differences in the 
results achieved, neither when improvement 
as a whole nor when the different degrees of 
improvement were compared for the differ- 
ent quinquennial groups from 20 to 70 years. 


TABLE 1 


No. of 
patients Percentage 
18.3 
Satisfactory improvement 208 
Clinical improvement 35.3 
No improvement 20.8 
Died shortly after the operation. . 2.4 


Died 4 weeks after the operation. 2.4 


Before discussing the results achieved 
with the different disease types, a few words 
are needed regarding the postoperative mor- 
tality. Two patients died 3-4 days after oper- 
ation. The immediate postoperative mor- 
tality is 2.4%. Ziegler(g) mentions 1.9%, 
the British Control Board 3%. 

One of these cases has been mentioned 
before. It was a schizophrenic patient, 37 
years old, who died 13 days after the opera- 
tion. Autopsy showed, in addition to the 
lesions in the frontal lobes caused by the 
lobotomy, serosanguinous fluid covering both 
hemispheres, and in the lungs, hepatization 
of the right middle and upper lobes, and a 
bronchopneumonia in the left lower lobe. 

The second postoperative death occurred 
in a man of 55 with involutional psychosis, 
paranoid type, and hypertension, who died 3 
days after the operation. Autopsy showed, 
apart from the bilateral encephalomalacial 
areas, a moderate diffuse subarachnoid 
hemorrhage, and acute bronchopneumonia in 
all lobes, hyperemia and edema of the lungs. 

Two deaths occurred several weeks after 
the operation. The first, a woman of 49 
years, died a month after the lobotomy with 
the clinical signs of an acute gastric dilata- 
tion. Autopsy showed that the stomach filled 
the entire peritoneal cavity. It contained 
4,000-5,000 c.c. of altered food. Numerous 
superficial erosions were found in the gas- 
tric mucosa, particularly in the fundus. The 
duodenum was also dilated. This seems to 
be of interest in connection with the neuro- 
genic production of gastro-intestinal ulcera- 
tion. 

The second case, a man of 46 years suffer- 
ing from schizophrenia, catatonic type, died 
4 weeks after the operation. Autopsy showed 
a bullous dermatitis and a bilateral broncho- 
pneumonia. It is questionable whether this 
death has any connection with the operation 
unless one assumes that the patient was al- 
lergic to the penicillin given routinely after 
the operation, which may have caused the 
dermatitis. 

There were 5 other deaths which, how- 
ever, occurred several months to 24 years 
after the operation and were due to incidental 
causes. These patients are graded with the 
others regarding their postoperative im- 
provement. 

Synopsis of the results achieved with the 
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different disease entities is presented in 
Table 2. Some explanatory remarks may 
seem in place regarding this table. 

The fact that quantitatively, the least im- 
provement was achieved with the manic-de- 
pressives as a group may be due to the small 
number of patients. It should be mentioned, 
however, that among the 18 patients not re- 
ported for long-term evaluation, there were 
2 manic-depressives. One of them has been 
discharged in the meantime classed as a 
“social recovery.” 

Among the group of involutional psy- 
choses § were melancholic and 3 paranoid 
types. Three “social recoveries” were 
achieved with the melancholic subgroup and 
2 showed “ciinical improvement.” In 2 
of the cases with social recoveries there oc- 
curred short-lasting manic phases several 
months after operation. The 3 paranoid pa- 
tients of this group did not do so well. There 
was only one patient with “clinical improve- 
ment,” one remained unchanged, and one 
died, 

In our miscellaneous group, the 2 organic 
psychoses, namely, one case of dementia 
paralytica and one senile psychosis with 
severe depression, did not improve after the 
operation, Two cases of drug addiction, on 
the other hand, were completely freed from 
their addiction. One case of obsessive com- 
pulsive neurosis and one case with severe 
hysterical reactions achieved “social re- 
covery.” 

Our largest group, comprising 62 cases of 
schizophrenia, gave the following results: 6 
of 8 patients with “social recovery” are dis- 
charged ; 3 of 14 with “satisfactory improve- 


Resutts Grovren Accorninc to 
TABLE 2 


ment” are discharged, 11 working in hospi- 
tal; 25 schizophrenic patients are classified 
as “clinically improved.” The main behavior 
disorder indicating operation disappeared 
and the patients became manageable and lost 
their violent and destructive tendencies. In 
all, 75.8% of our schizophrenic patients de- 
rived some benefit from the operation ; 12 did 
not improve, 3 died. 

Contrary to the observations of other 
workers(11), detailed analysis of our ma- 
terial did not furnish statistically significant 
differences between the results achieved with 
the usual clinical sub-groups. 

With regard to the duration of the disease 
in the schizophrenic group, the following ob- 
servations could be made. The greatest num- 
ber of negative results and of cases “clinically 
improved” occurred among the patients who 
had been sick for more than 10 years, while 
2 cases with a duration of less than 2 years 
gave results classified as “social recoveries.” 
One of them is living and working in the com- 
munity. It would seem that the duration 
of the schizophrenic process is of some im- 
portance for the eventual result of the opera- 
tion and that the latter, if contemplated at 
all, should not be postponed too long. 

This is, perhaps, borne out by the gross 
findings which could be made in a number 
of cases during operation and which were 
recorded in the operation records. These 
findings compared with the psychiatric re- 
sults form the basis of Table 3. In only 27 
cases, the meninges, the cortex, and deeper 
structures of the brain were found normal. 
In 14 others there was some abnormality on 
the meninges such as opalescence of the 
arachnoid, toughness of the pia usually con- 
nected with a deep subarachnoidal space, but 
no direct indication of cortical anomaly. 

Direct indication of cortical atrophy, from 
yellowish to dusky brownish discoloration of 
the cortex, narrowing of the convolutions, 
and widening of the sulci was found in 44 
cases. These findings were usually connected 
with some of the meningeal anomalies men- 
tioned above. 

In 15 cases, areas of increased resistance 
in the depth of the frontal lobes and enlarge- 
ment of the ventricles were found and inter- 
preted as indications of deep cerebral 
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atrophy. Meningeal and cortical changes 
were present in most of these cases. 

It would appear from Table 3 that in- 
creasing pathology, particularly indication of 
deep cerebral atrophy, is somehow related 
to increasing age and duration of disease. 
Furthermore, with increasing pathology the 
percentage of postoperative seizures increases 
whereas the percentage of “social recovery” 
drops. Cortical atrophy would appear less 
detrimental in both respects than indication 
of deep cerebral pathology. We are present- 
ing these interesting results without further 
comment. Further observations by experi- 
enced neurosurgeons are needed to confirm 
or refute them.° 


CONCLUSIONS 


On the basis of our observations, it may 
be said that bilateral prefrontal lobotomy has 


5 We do not report in this paper on the biopsy 
specimens which were taken in every case. How- 
ever, removal of biopsy specimens reveals changes 
in cerebral consistency. They may show a “brittle” 
or an “elastic” tendency. They may remain of the 
same diameter, or may enlarge slightly, though this 
is not necessarily related to cellular swelling. An 
effort is made to use the same amount of traction 
in removing the specimens for all cases, and with 
identical techniques. The specimens are dropped 
from the brain immediately into fixative. The pri- 
mary purpose of the cerebral biopsy is to check for 
any abnormality which may be present but especially 
for oligodendroglial swelling which was discovered 
at this institution and reported in 1938 (12). Al- 
though the technical difficulties of interpretation are 
great in more than 30 cases so far reviewed, it does 
seem possible to suspect swelling in 22 cases and it 
is practically certain in 12 cases. Sometimes associ- 
ated with this change the nuclei of the oligodendro- 
glial cells are pyknotic. The question of artefact has 
to be constantly kept in mind. 


TABLE 3 


Marerta, Grourep Accorpinc to Gross 
Patuo.ocy Founp at Operation 


Type of pathology 4 
No pathology or 
only meningeal 
changes ....... 41 362 88 146 23.5 
Indication of corti- 
cal atrophy .... 44 39 13 159 17.1 
Indication of deep 
cerebral atro- 


a6 135 333 77 


proved a useful tool in the treatment of many 
cases of chronic mental disease where con- 
servative treatment has failed. There is no 
indication, however, that the operation really 
cures the patient’s disease. Rather it seems 
to produce a new emotional equilibrium on 
the basis of which he can function more sat- 
isfactorily. This advantage is balanced by 
certain disadvantageous personality changes. 
Operation should, therefore, be recom- 
mended only when the patient is still capable 
of emotional reactions, when his thinking is 
not incoherent, and when the prepsychotic 
history does not indicate a psychopathic per- 
sonality. Another important factor is the 
presence of adequate family resources which 
would enable the patient to complete his post- 
lobotomy rehabilitation outside the hospital 
and provide the necessary guidance in the 
beginning of a new life in the community. 
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DEATH FROM LOWER NEPHRON NEPHROSIS COMPLICATING 
ACUTE CATATONIC EXCITEMENT 


A Case Report* 
ALFRED J. GIANASCOL, M.D.,? San Francisco, Cauir. 


The term “exhaustion syndrome” has been 
applied by Shulack(1) to the sequence some- 
times encountered in hyperactive psychotics, 
usually schizophrenic or manic-depressive, in 
which sustained motor and mental excitement 
for 2 to 24 days is succeeded by weight loss, 
hyperpyrexia, signs of shock, and usually 
death. Postmortem findings usually are in- 
adequate to account for death. 

In 1944, Shulack(2) reviewed the liter- 
ature and found 403 deaths reported due to 
this syndrome, but no recoveries. At that 
time, he reported 2 recoveries and in 1946, 
7 more(1). 

Consideration was given to possible factors 
implicated in the pathogenesis of this syn- 
drome in Shulack’s review(1) including : 
vagal hypertonia ; psychic and emotional ten- 
sion ; toxemia from lactic acid, histamine, and 
a histamine-like substance; sodium loss; 
acidosis ; and sudden atony of the nervous 
system, 

Vagal hypertonia has not been established 
as an unequivocal feature of any psychotic 
state, and until adequately demonstrated any 
evaluation of its role in this syndrome must 
be held in abeyance. 

The presence of an excess of lactic acid 
and the other factors included under toxemia 
has not been demonstrated in this syndrome ; 
but even if established, its role would be 
difficult to assess. 

The consideration of psychic and emotional 
tension contributing to the syndrome is apro- 
pos; but the sequellae are still ill-defined. 

Sodium loss was suggested by Shulack(1) 
as occurring in these patients via the profuse 
perspiration accompanying the hyperactivity ; 
but as yet there are no clinical data to sub- 


1 Presented at the annual meeting of the Medical 
Society of Saint Elizabeths Hospital, Washington, 
D. C., April 27, 1954. 

*The Langley Porter Clinic, Department of 
Mental Hygiene, State of California, and the Uni- 
versity of California School of Medicine: Psy- 
chiatry, San Francisco, Calif. 
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stantiate or deny the existence of a sodium 
deficit in such patients. According to Grune- 
baum and Altschule(3), the sodium concen- 
tration of sweat is above normal for most 
psychotic patients ill more than 3 years; but 
in those ill less than 3 years, it may be either 
normal or high. The likelihood of sudorific 
sodium loss in the face of a negative sodium 
balance, however, warrants further investiga- 
tion because of the possibility that the tubules 
of sweat glands resorb sodium(4) as do the 
renal tubules under the regulation of the 
adrenal corticosteroids. 

Another possible mechanism for the de- 
velopment of a sodium deficit in hyperactive 
psychotics might stem from an initial in- 
adequate intake during the period of food re- 
fusal with subsequent tube feedings using 
fluids hypotonic in sodium. To date, how- 
ever, no adequate assessment has been made 
of the electrolyte patterns encountered in pa- 
tients manifesting the exhaustion syndrome ; 
any discussion is therefore conjectural. 

Sudden circulatory atony has been de- 
scribed in these patients; but not differenti- 
ated from the peripheral vascular collapse of 
shock which may occur after severe dehy- 
dration and electrolyte disturbances. Lewis 
(5) has described a hypoplasia of the circula- 
tory system in hebephrenic and catatonic 
schizophrenics and observed that their circu- 
latory system lacked the ability to react by 
compensatory hypertrophy when the situation 
demanded; no studies, however, have been 
made to my knowledge indicating any ab- 
normalities of the acute vasomotor responses 
of psychotic patients. 

Shulack’s report(1) of 7 patients who re- 
covered from the exhaustion syndrome in- 
cluded no significant abnormalities of the 
following blood or plasma _ chemistries: 
nonprotein nitrogen, urea nitrogen, cre- 
atinine, sugar, chlorides, and carbon di- 
oxide combining power. No mention was 
made of urinary output, and the amount of 
treatment administered before the blood 
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chemistries were done is not too clear ; but in 
most cases, treatment apparently preceeded 
the determinations. 

Aronson and Thompson(6) reported 2 
cases of acute catatonic excitement; one pa- 
tient died during a period of voluntary apnea 
(a feat difficult to conceive because of the 
reflex control of respiration when conscious- 
ness is lost) and the other recovered after 
manifesting the syndrome of lower nephron 
nephrosis(7). In the latter case, chemistries 
revealed azotemia, decreased serum carbon 
dioxide combining power, normal serum cal- 
cium, and normal plasma proteins during the 
oliguric phase of the syndrome. 

The inadequacy of postmortem studies in 
revealing the cause of death in the exhaustion 
syndrome suggests the problem is essentially 
an antemortem pathophysiology and the case 
of lower nephron nephrosis described by 
Aronson and Thompson indicates one mode 
in which this may occur. Although the ex- 
haustion syndrome may include a heterogene- 
ous group of disorders, the following case 
of acute renal insufficiency is described to 
emphasize the profound electrolyte and acid- 
base disruption which may follow acute cata- 


tonic excitement complicated by lower neph- 
ron nephrosis. 


CASE REPORT 


A 43-year-old white male was readmitted to 
Saint Elizabeths Hospital in acute catatonic excite- 
ment. During a previous admission 14 years be- 
fore, he was diagnosed as having dementia precox, 
catatonic type, with some manic features and dis- 
charged as improved after 3 years. 

Admission examination revealed no physical ab- 
normalities and a blood pressure of 120/84 with a 
pulse rate of 88 was recorded. Blood serologic test 
for syphilis was negative. He was incoherent, 
hyperactive, combative, confused; and refused 
nourishment and fluids, requiring seclusion and 
tube feedings. 

Eight days after admission to the psychiatric 
service, he became stuporous and depressed, was 
examined and transferred to the medical unit “in 
shock.” Here physical examination revealed a 
hoarse, moderately obese male lying quietly in bed. 
Positive physical findings included a rectal tempera- 
ture of 100°, a blood pressure of 80/60, pulse of 122, 
and respiratory rate of 16. A papular dermatitis 
over his lower back was described, signs of de- 
hydration were noted, and coarse rales were heard 
at both lung bases posteriorly. Admission labora- 
tory data included a negative chest x-ray, a red 
blood count (RBC) of 6.4 million, and a white 


blood count (WBC) of 34,000. A catheterized 
urine specimen revealed no sugar or albumin 
present. 

Initial treatment consisted of 500 c.c.’s of plasma 
intravenously followed by 5% glucose in physio- 
logic saline. Within 3 hours, his blood pressure 
stabilized at 120/70. Penicillin was started intra- 
muscularly and a culture was taken of a skin 
lesion—reported the next day as containing proteus 
vulgaris and diptheroids. An indwelling catheter 
was maintained and the total daily urine output 
measured with a mixed sample taken for urine 
chloride determination. 

The second day of hospitalization, his tempera- 
ture was 102° rectally and other vital signs were 
unchanged. He remained semicomatose. Urine out- 
put for the preceeding 18 hours totaled 935 c.c.’s 
and a large amount of blackish liquid stool had 
been passed (positive for occult blood). Stool cul- 
ture was done and reported later as pseudomas 
aeruginosa. Blood typhoid-paratyphoid agglutina- 
tions were normal and blood bromide determination 
was negative. RBC was 4.4 million and urinalysis 
showed one plus albumin, negative sugar, negative 
acetone, and bacteria on microscopic examination— 
cultured and reported later as colon bacilli. Urine 
chloride excretion was 2.4 grams of chloride per 
liter (expressed as sodium chloride). 

Blood chemistries included: blood nonprotein 
nitrogen (NPN) 187 mg %, venous plasma carbon 
dioxide combining power 20.5 milliequivalents per 
liter (meq/1), and plasma chlorides 120 meq/1. 
It was thought he was in metabolic acidosis with 
compensatory hyperpnea and azotemic from im- 
pending lower nephron nephrosis following shock. 

Treatment the second day consisted of tube feed- 
ings of milk and parenteral fluids including 1 liter 
of Hartman's solution, 2 liters of 5% glucose in 
water, and 1 liter of 5% glucose in physiologic 
saline. 

On the third day, vital signs remained the same 
and clinically the patient was unchanged but the 
urine output for the preceeding 24 hours fell to 
265 cc’s. 

Laboratory data the third day included: NPN 
150 mg%, plasma proteins 8.6% with 3.7% albumin 
and 4.9% globulin, serum calcium 6 mg% (re- 
peated), serum inorganic phosphates 68 mg%, 
arterial plasma PH 7.35%, arterial plasma carbon 
dioxide content 15.4 mEq/1 *, and calculated arterial 
partial pressure of carbon dioxide (pCO,) was 
26 mm of mercury. These findings indicated a 
severe renal insufficiency and confirmed the pres- 
ence of metabolic acidosis which had progressed 
but was fairly well compensated for by hyperpnea. 

A KUB x-ray was taken and the kidney shadows 
were visualized fairly well and appeared normal. 
There was no evidence of nephrocalcinosis, radio- 
opaque calculi, or osteomalacia of the spine or pel- 
vic bones. 

Urinalysis the third day revealed no change in 
the previous findings except that the specific grav- 
ity was noted to be 1.008 in spite of the obliguria, 
urine chloride excretion had decreased to 1.6 mg/1 
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and a urine calcium estimate (Sulkowitch) revealed 
a qualitative decrease in calcium excretion. 

From this time on, treatment centered about a 
regimen of fluid restriction to the amount lost via 
urine, diarrhea, and estimated insensible loss. Al- 
though a severe hypocalcemia was present, there 
was little evidence of neuromuscular irritability, the 
Chvostek sign was negative, and the patient re- 
mained semicomatose. 

During the fourth hospital day, the patient's 
temperature rose to 105° rectally, tacycardia per- 
sisted, and he became more tachypneic with a res- 
piratory rate of 50. There were no signs of cardiac 
failure and the lungs were clear on auscultation. 
Urine output for the preceeding 24 hours totaled 
400 cc’s and had a decided pink color which was 
unexplained, as a benzidine reaction for occult 
blood was negative as was a test for porphyrins. 
Urinalysis revealed one plus albumin and no red 
cells were seen. Urine chlorides remained 1.6 
gm/t. RBC was 3.7 million and WBC 17,800. 

Laboratory data the fourth day included all tests 
performed the previous day and there was no sig- 
nificant change with azotemia, hyperphosphatemia, 
hypocalcemia (6.4 mg%) and metabolic acidosis all 
continuing. 

Fluid restriction was continued and aureomycin 
started via gastric tube. It was thought he was 
entering terminal renal insufficiency. 

On the fifth hospital day, he continued oliguric 
and died that afternoon. Urine output for the last 
6 hours totaled 28 cc’s. Vital signs remained the 
same except for a drop in temperature that morn- 
ing to 102° rectally. 

Antemortem studies that day included: RBC 
3.3 million, WBC 23,600, blood glucose 124 mg%. 
There was no significant change in the NPN, 
venous plasma carbon dioxide combining power, 
plasma chlorides, serum calcium, and serum inor- 
ganic phosphates. Urinalysis remained as before 
with a chloride concentration of 1.6 gm/1. 

Serum and urine specimens had been saved each 
day for sodium and potassium determination pend- 
ing installation of a flame photometer; but they 
were inadvertently lost before facilities were avail- 
able. 


AUTOPSY FINDINGS 


On external examination, the only significant 
finding was a fairly copious flow of yellowish ma- 
terial from the nostrils when the body was turned 
on one side. 

Gross findings included moderate congestion of 
large pial vessels in the brain, moderate dilatation 
of the heart, a trace of edema in the larynx and 
lungs with the latter appearing moderately cyanotic. 
Kidneys appeared rormal except for pale paren- 
chyma. No significant abnormalities were noted in 
the digestive system except for slight pallor of the 
liver. Lymphatic and endocrine systems appeared 
healthy. 

Section of the brain revealed normal structure 
and the only abnormality was congestion of the pia 


arachnoid and parenchyma, particularly in each 
thalamus. 

Histologic study of the brain was limited to the 
midbrain® where an increase of astrocytes was 
noted in the inferior colliculi, the dorsal tegmen- 
tum, and focally in the substantia nigra. Fibrillary 
gliosis was prominent around the aqueduct and 
peripherally. Edema was noted in each locus niger 
and loss of pigmented nerve cells on one side. In 
the dorsal tegmental area many of the neurons 
showed central chromatolysis. 

Microscopic examination of the kidney at first 
glance under low power showed no gross architec- 
tural changes. Higher magnification however 
showed findings similar to those described in lower 
nephron nephrosis(7). No significant abnormalities 
were present in the glomeruli and pathology was 
most marked in the lower nephron with shrinkage 
of the epithelium and defective epithelial staining. 
Most prominent was the presence of casts and 
amorphous concretions, most having a pale brown 
color. Some however were colorless or hyaline 
and a few granular casts were seen. These find- 
ings were noted in some proximal tubules but to a 
lesser degree. A few hyaline casts were also noted 
in the collecting tubules. 


COMMENT 


This patient’s hyperactivity with his re- 
fusal of fluid and food entailed dehydration 
ana renal insufficiency coupled with shock. 

The acute renal insufficiency progressed 
and oliguria developed perhaps because of the 
diffusion of a glomerular filtrate across 
tubules damaged by anoxia with resorption 
into the peritubular capillaries. Another pos- 
sible mechanism for the oliguria might be an 
increased pituitrin secretion following anoxia 
of the posterior pituitary-hypothalamic path- 
ways, a factor however unlikely to produce 
an oliguria with a low specific gravity. The 
blockage of renal tubules by casts or precipi- 
tated pigments is generally considered a rela- 
tively unimportant factor in producing oli- 
guria(7, 10) for it has been repeatedly 
observed that spontaneous diuresis in this 
syndrome is not accompanied by any out- 
pouring of casts or cellular debris. 

The role of acidosis and electrolyte dis- 
turbances in abetting this renal malfunction 
is not established. The marked hypocalcemia 


* Autopsy was performed by Karl Langenstrass, 
M.D. Brain sectioning and neuropathologic studies 
were done by Meta Neuman, M.S. A review of 
the renal histopathology was done by Dr. Wilfred 
Toreson, Department of Pathology, University of 
California, School of Medicine. 
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in this patient was not associated with signs 
of neuromuscular irritability. It is possible 
that this was due to retention of potassium, 
phenols, and magnesium with their depres- 
sant effect. The pH shift was so slight that 
the increase in ionization of calcium was 
probably negligible. 

Of interest was the “fixed urine chloride” 
excretion which paralleled the fixed specific 
gravity the last 3 days of illness. 

Unfortunately sodium, potassium and 
magnesium determinations were not done 
and their role in this syndrome remains to be 
defined as does the importance of possible 
neurogenic factors. 

The causes of death in the acute exhaus- 
tion syndrome may be varied; but as pre- 
viously noted, the paucity of postmortem 
findings suggests an antemortem explanation 
although this case report includes postmortem 
changes in the kidneys which corroborated 
the clinical diagnosis. 

Although no organized study has been 
made, it is worth mentioning that other cases 
of catatonic excitement have been admitted 
to the medical service in less severe renal in- 
sufficiency with dehydration and have re- 
sponded to appropriate fluid and electrolyte 
replacement. The sequence of inadequate 
fluid and electrolyte intake with hyperactivity 
and dehydration leading to a renal insuffi- 
ciency with azotemia and metabolic acidosis 
has been recognized by the medical depart- 
ment at Saint Elizabeths Hospital but this 
is the first case studied in some detail which 
progressed into an irreversible lower nephron 
nephrosis. 

The importance of precluding such a pro- 
gression of pathophysiology before shock 
and renal anoxia produce an irreversible syn- 
drome is obvious; and this case emphasizes 
the necessity of anticipating such a disturb- 
ance with a close surveillance of the hydra- 
tion, nutrition, and electrolyte balance in any 
hyperactive agitated psychotic patient partic- 
ularly if food and fluids are refused. 

The sooner such hyperactivity is controlled, 
the less probable such complications become ; 
and, at present, electroconvulsive therapy, 
sedation, and physical restraint are utilized 
to accomplish this. 

Sedation in such patients is sometimes dif- 
ficult and they seem “resistant” to dosages 


of barbiturates or paraldehyde successful in 
normal individuals. The use of 5 or 10 cc’s 
of ethanol via an intravenous drip of 5% 
glucose in water or physiologic saline has 
often been quite satisfactory on the medical 
service of Saint Elizabeths Hospital. I have 
also used a 1% (by volume) solution of par- 
aldehyde in 5% glucose in water or physio- 
logic saline by intravenous drip with success 
in such patients. The use of physical re- 
straint may be necessary initially and cold 
sheets packs may be quite effective. 

Apropos of electroconvulsive therapy, it is 
interesting to note that it was unsuccessful 
in producing a grand mal convulsion in one 
of Aronsen’s(6) patients and in a patient of 
Goodman(11) to be described below, both of 
whom were developing lower nephron neph- 
rosis. Such therapy however is now com- 
monly used to reduce the hyperactivity of 
agitated psychotics, supplanting the acute 
excitement with a “shock syndrome.” 

Goodman(11) reported 2 fatalities from 
lower nephron nephrosis following ECT. In 
his first case, the patient was refractory to 
electroconvulsive treatment although 5 at- 
tempts were made to produce a grand mal 
convulsion. Although clinical and laboratory 
study of the patient was scantily described 
before frank renal insufficiency supervened, 
the patient was agitated, hyperactive, and de- 
hydrated. The clinical course of the case, 
a 31-year-old male resembles that of the case 
reported in this paper in many details in- 
cluding the pustular body rash, loose stools, 
hypotension on admission to the medical 
service, and leucocytosis without obvious ex- 
planation. The patient also progressed to a 
fatal renal insufficiency with anuria and au- 
topsy revealed the characteristic renal histo- 
pathology of lower nephron nephrosis. 

Goodman’s(11) second patient received 
only one electroconvulsive treatment and it 
produced a grand mal convulsion. This pa- 
tient was hyperactive and 7 days after admis- 
sion (2 days after the ECT) was transferred 
to the medical service with dehydration, diar- 
rbea, tachycardia, but, in contrast with the 
first, was normotensive, Three days later a 
progressive renal insufficiency developed, 
terminating in a uremic death with renal 
pathology consistent with a diagnosis of 
lower nephron nephrosis. 
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The indictment of electroconvulsive ther- 
apy by Goodman(11) as being the factor 
responsible for the development of lower 
nephron nephrosis in these cases was incon- 
clusive ; and the sequence of pathophysiology 
may have been similar to that in the case 
described in this paper with no relation to 
the electroconvulsive therapy. 

The 2 patients refractory to electroconvul- 
sive therapy both developed lower nephron 
nephrosis and possibly already had renal in- 
sufficiency secondary to dehydration with de- 
creased blood volume, decreased glomerular 
filtration rate, and renal anoxia, at the time 
such treatment was attempted. One might 
further conjecture that retention of magne- 
sium, potassium, and phenols—all of which 
act as neuromuscular depressants—may have 
been a factor in the failure of electroshock. 
The literature on this syndrome, however, 
already includes adequate speculation with a 
disparate amount of biochemical and clinical 
documentation. 


SUMMARY 


1. A case of acute catatonic excitement 
terminated by fatal lower nephron nephrosis 
is described. 

2. The importance of anticipating and pre- 
cluding such a progression of pathophysi- 
ology is emphasized. 

3. Available studies on the fluid, metabolic, 
and electrolyte balance of such hyperactive 
psychotic patients are minimal and await 
further elucidation. 


ADDENDA 


After this paper was prepared, reserpine and 
chlorpromazine appeared and seem a promising 
adjunct in the treatment of psychotic excitement 
States. 
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NEUROSURGICAL CONDITIONS MASQUERADING AS 
PSYCHIATRIC DISEASES 


WILLIAM R. CHAMBERS, M.D., Atianta, Ga. 


The neuropsychiatrist is the neurosur- 
geon’s best friend. He not only has the train- 
ing and experience to recognize intracranial 
space-taking lesions when he sees them, but 
he saves the neurosurgeon from many need- 
less mistakes by a friendly restraining hand 
at the proper moment. The present popularity 
of the psychosomatic approach, however, has 
tempted many not fully trained and qualified 
to attempt psychiatric diagnoses, diagnoses 
that are maintained sufficiently long to en- 
danger the outcome of the patient. Redlich, 
Dunsmore, and Brody(1) have shown that 
in 100 brain tumors, “in no case were they 
referred directly by general practitioners in 
the community.” Indeed, 12 of the 100 were 
considered an “emotional disorder,” and of 
20, it was said there was “nothing wrong.” 

When 128 consecutive patients with 
proved intracranial neoplasms seen at the 
Ochsner Clinic were reviewed by Soniat(2) 
more than one-half were found to have had 
psychiatric symptoms on admission. Tumors 
of the frontal lobe were especially apt to 
cause subtle peculiarities in the patient’s per- 
sonality, while those in and about the tem- 
poral lobe elicited hallucinations. Ball-valve 
tumors of the third ventricle causing head- 
ache quickly relieved by changing the posi- 
tion of the head were sometimes mistaken for 
hysteria, while tumors involving the floor of 
the third ventricle resulted in hypersomno- 
lence, sometimes called narcolepsy or even 
simple depression. Gates, Kernohan, and 
Craig(3) found in 104 cases of brain abscess 
that psychiatric-like symptoms occurred in 
24% and were only exceeded in incidence by 
headache. Shapiro and Peyton(4) in a study 
of spontaneous thrombosis of the carotid 
artery, write: “The patient may be a psychi- 
atric problem. In some instances the picture 
of a psychoneurosis characterized by neu- 
rasthenia and anxiety may be present. In 
others the picture is one of a depression.” 

Brock and Wiesel(5) found psychotic 
symptoms masking brain tumors such as 
“agitated depression,” “schizophrenia,” and 


“involutional psychosis.” Temporary im- 
provement was noted even under electric 
shock therapy. In a study of brain tumors of 
the temporal lobe, Strobos(6) found 7 who 
had personality changes of marked degree 
and one had personality changes without 
papilledema. Mock(7) noted mental changes 
such as depressive melancholic states, with 
delusions of persecution, followed in some 
instances by untidiness and soiling, in sub- 
dural hematoma. 

An increasing number of cases reported in 
the literature, as well as many from the 
author’s experience attest to the acuity which 
must be used by the examiner in distinguish- 
ing the neurosurgical disease. There is the 
report of Oppler(8) of “manic psychosis in 
a case of parasaggital meningioma” which 
disappeared after operation. Lichtenstein (9) 
has reported a case suspected of being a ten- 
sion headache which was discovered to be 
a meningioma of the posterior parietal area. 
Friedman, Brenner, and Merritt(10) report 
the case of a nurse who was dissatisfied with 
her job and who was living under consider- 
able emotional tension both because she dis- 
liked her stepfather and because the family 
disapproved of her fiancé. Her only symp- 
tom was headache, and her only neurological 
finding was enlarged blindspot on field ex- 
amination. She had a medulloblastoma. Gage 
(11) wrote of a 47-year-old female who had 
severe headache, apprehension, fright and 
fear, ascribed to an involutional melancholia. 
Actual arrangements had been made to send 
her to a mental institution. A slight cut in 
the right temporal field and an increase in the 
spinal fluid protein and pressure led to the 
discovery of a right temporal tumor. 


CASE HISTORIES 


Case 1.—A white male in his forties entered the 
hospital on two separate occasions for the treatment 
of severe intractable headache. Because of certain 
elements of tension in his environment, he was con- 
sidered at first a case of tension headache. The 
spinal fluid pressure and laboratory findings were 
not remarkable. The only neurological sign of 
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significance was a “drift” of the left arm. When the 
family were carefully questioned, they admitted that 
he had done some “queer” things, such as parading 
through the house naked in the presence of children. 
A pneumoencephalogram was done but fai'ed to 
fill the ventricles. It was noted that there was no 
subarachnoid air on the right. On authority of these 
few findings, burr holes were done, and a subdural 
hematoma fully two inches thick was removed from 
the right frontal area with complete recovery of the 
patient. 


Other authors have reported lesions of 
the far frontal area with personality devia- 
tions and little else. Gordy(12) stressed the 
point that localizing signs may be absent in 
extradural hematomas near the frontal pole, 
for example. 


Case 2.—A 62-year-old male complained only of 
a severe intractable headache recurring each morn- 
ing on being awakened by his wife to go to work. 
He had two grown sons who were completely dis- 
interested in supporting themselves, a source of 
much irritation. His headache was said to stem 
from resentment that, at his age, he must continue 
to support them, while they contributed nothing. His 
neurological examination was completely negative, 
except for a slight veering to the right in walking 
and a little dysmetria of the right hand. In fact, the 
only really postive finding was a spinal fluid pro- 
tein of 90 milligrams %. Angiography revealed a 
left sphenoid wing menigioma, the removal of which 
abolished the headaches, 

Case 3.—A 28-year-old popular city girl married 
a farmer and went to live on an isolated farm in the 
hills of Pennsylvania. Intrigued by the farm ani- 
mals, she soon made friends of the baby pigs, which, 
out of sympathy, she took into the house on cold 
nights. Here they progressed, as pets, from kitchen 
to parlor, but when they also were taken into the 
bedroom, the husband threw them out of the house. 
This and other infractions of the local mores got 
around the neighborhood, and when, in her first 
pregnancy, this girl began to see bright lights and 
hear voices, it was naturally supposed that she was 
“just a little queer.” She was therefore taken to a 
psychiatrist for one interview, whereafter she pro- 
fessed to be “much better.” 

After the baby was born she visited her parents 
who noticed a small twitching at the left corner of 
the mouth, and in spite of other medical opinion that 
it was “just a nervous tic” sought neurosurgical 
consultation. In private, the young mother con- 
fided that she still had her hallucinations, but was 
afraid of “going to a psychiatrist” because of neigh- 
borhood gossip. Carotid angiogram revealed a 
sphenoid wing meningioma on the right pressing on 
the temporal lobe, removal of which abolished her 
hallucinations (see Fig. 1). As Paillas and Tama- 
let(13) have stated, temporal tumors manifest their 
presence by a paroxysmal hallucinatory crisis with 
notable frequency (37%). 

Case 4-—A “kept woman,” a former follies 


beauty, was finding it more and more difficult to 
maintain her influence over the married executive 
who supported her, as she grew older. On several 
occasions she had shown evidence of conversion 
hysteria, once “going blind” when her man had de- 
clined to take her on a customary spring trip to 
Florida. When he consented to yield to her wishes, 
the blindness promptly vanished. 

Again he declined to make the customary yearly 
trip, and now when she became too weak on the left 
side to care for herself, she was hospitalized for 
two weeks as “hysteria, major.” At last a neuro- 
psychiatrist was called, who found a positive Babin- 
ski and absent abdominal reflex on the left. Cra- 
niotomy revealed a glioblastoma of the right 
temporal lobe. 

Case 5.—A 70-year-old mother, upon hearing 
that, for the first time, her family were not to 
gather around her at Christmas became excited and 
fell backward from her rocker, striking her head. 
She was not unconscious. As December passed and 
the New Year came on, she became more and more 
depressed, sullen, lacking in appetite, and somnolent. 
For 3 months she was treated as a simple depression 
superimposed on senility, until finally she had a 
convulsion. An enormous subdural hematoma was 
disclosed. 

Case 6.—A 47-year-old school teacher had lost 
a favorite brother because of brain tumor. About 
10 years after his death she witnessed a convulsion 
in one of her pupils which reminded her of her 
brother’s illness. Thereafter she began to have 
headaches and nausea whenever she was under emo- 
tional stress. The only element of history of impor- 
tance was that 6 years previous to the onset of her 
headaches she had suddenly lost vision in her left 
eye, and had remained blind on that side since. Ex- 
amination by an ophthalmologist failed to reveal the 
cause. She continued to vomit more frequently, 
even up to 4 or § times a day, but was permitted to 
persist in her teaching until she became too drowsy 
to stay awake in classroom, and could hardly read. 
She died suddenly of a meningioma of the tuber- 
culum sella (See Fig. 2). 

Case 7.—A 17-year-old girl married to an 18- 
year-old boy soon began to have quarrels and dis- 
satisfaction. When she began to remain in bed 
longer and longer each day and neglect her house, 
it was supposed that she had hidden resentments 
over an unpleasant situation from which she saw 
no escape. She then missed several periods and 
began to vomit. A rabbit test for pregnancy was 
positive. She slipped into coma and died before 
anything could be done for her. She had a supra- 
sellar tumor pressing on the hypothalamus. 

Case 8.—A boarding-house keeper, age 50, had 
difficulty maintaining her clientele. She began to 
stagger slightly, became depressed and uncommuni- 
cative and disorderly. She was sent to a local psy- 
chiatrist from a distant city for shock therapy, 
on arrival the fundi showed far advanced papill- 
edema. She died before ventriculogram could 
done. Autopsy showed a cerebellar cyst with mural 
nodule, a condition very favorable for operation. 
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Fic. 1.—Temporal Meningioma showing 
comparative size. 


Fic. 2—Meningioma of Tuberculum Sella. 
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COMMENT 


Case after case of this sort could be cited 
by the worker from personal experience. It 
is the benign lesions, and those most suitable 
for surgery, unfortunately, which have the 
most obscure and insidious onsets. Intensive 
education of the medical profession by neuro- 
psychiatrist and neurosurgeon alike may save 
many lives. Larson(14) reports a survey of 
2,000 autopsies at one mental hospital with 
a 3.45% incidence of brain tumors. This 
figure is approximated by other reports. Lar- 
son speaks further of a smaller series at the 
Western Washington State Hospital with a 
13.5% incidence of intracranial tumor. Of 
these meningioma ranges from 20 to 30%. 

Levin(15) remarked, “the most prominent 
early manifestations were seizure, depres- 
sion, and visual impairment.” On the other 
hand, the frontal subdural hematoma, the 
sphenoid ridge meningioma, and the ol- 
factory groove meningioma are among those 
which give the most trouble. Levin(15) men- 
tions a case of olfactory groove meningioma 
in which the only positive finding was a bi- 
lateral anosmia, and reports others as saying 
that this is “the most important tumor in psy- 
chiatry, important because the tumor causes 
only mental symptoms.” 

In many localities, physicians without neu- 

rological, psychiatric, or neurosurgical train- 
ing pass on commitment of patients to mental 
institutions. It is not without significance 
that Levin(15) says: 
It became clear that the great majority of our 
patients with brain tumors reached the hospital at 
a late stage in their illness. In only one case was 
there considerable delay in making the diagnosis of 
brain tumor following admission. 


It would seem desirable that at least one neu- 
ropsychiatrist examine such patients before 


commitment, and perhaps even a neurosur- 
geon. 


SUMMARY 


Any intracranial space-taking lesion may 
have as its presenting complaint psychiatric 
symptoms. In some the psychiatric picture 
is the only or almost the only evidence of the 
disease. In mental institutions it has been 
shown that the incidence of brain tumor at 
autopsy averages in the neighborhood of 
3.45%. Of these, approximately a third or 
more are benign tumors. Noninstitutional 


cases are cited wherein the symptoms preju- 
diced the first examing physician toward a 
psychiatric diagnosis. 
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CLINICAL NOTE 


CHLORPROMAZINE FOR HEADACHE 
HERBERT C. ARCHIBALD, M.D., Oaxtanp (Cauir.) Menta, Hyocmne Cuinic? 


Twenty-three male veterans, suffering 
from headache, observed at the V.A. Mental 
Hygiene Clinic in Oakland received chlor- 
promazine from 3 weeks to 6 months. None 
showed any objective evidence of neurologi- 
cal disease on careful examination and the 
headaches were considered as psychosoma- 
tic. Seven experienced recurrent pulsating 
pain, localized mainly in the frontal and 
temporal areas. Sixteen experienced recur- 
rent steady dull pain iocalized in the frontal, 
temporal, or occipital areas associated with 
neck stiffness. Two in the first group had 
classical migraine headaches. In most of 
the patients the symptom was severe and 
frequently incapacitating, and proved to be 
refractory to other medications. (We do not 
advocate “shooting a cannon at a jack 
rabbit.”) 

In 14 cases therapy was begun with an 
oral dose of 25 mg. at retirement for 3 
nights, then b.i.d. for 2 days, then t.i.d. Two 
patients with morning headache responded 
well to 50 mg. at hour of sleep. Two patients 
were given 30 mg., 4 patients 100 mg., one 
150 mg. daily. This article is not meant to 
be definitive regarding dosage but rather a 
pilot study. 

As side effects, drowsiness was reported 
by many of the patients on first taking the 
drug. One patient developed a slight skin rash 
during the second week. Since he obtained 
no relief the medication was discontinued. 
Jaundice was reported in one case by an 
outside physician. His diagnosis was infec- 
tious hepatitis. 

The patients’ clinical response to chlor- 
promazine was rated as 3, marked improve- 


1From the Veterans Administration Regional 
Office, San Francisco. 


TABLE 1 


IMPROVEMENT RATINGS * or Response TO CHLOR- 
PROMAZINE FOR 23 PATIENTS wiTH HEADACHE 


No. of 
Patients 


Pulsating 
Dosage headache 


No. of 
Patients Rating 


DUD 


I 
7 


16 


*o: no improvement, 1: slight, 2: moderate, 3: marked 


ment; 2, moderate improvement; 1, slight 
improvement ; and 0, no improvement. Re- 
sults of treatment are summarized in the 
accompanying table. We consider 3 weeks 
to be an adequate therapeutic test. Others 
have reported that patients who did not im- 
prove after 3 weeks usually did not improve 
with further treatment. 

All patients receiving 100-150 mg. daily 
reported moderate or marked improvement. 
Patients with pulsating pain responded bet- 
ter than those with steady pain. Seventy- 
five percent of the former showed moder- 
ate or greater improvement compared with 
50% of the latter. Two patients with no 
response (steady group) reported decreased 
gastrointestinal discomfort which was asso- 
ciated with headache. Both of the patients 
with classical migraine (pulsating group) 
obtained marked relief; one taking 30 mg., 
who experienced attacks 2 to 3 times a week 
reported one headache easily relieved with 
cafergot in 3 weeks. 
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CORRESPON DENCE 


Psycuotic AND Neurotic ILLNESSES 
IN TwWINs 


Editor, THe AMERICAN JoURNAL oF Psy- 
CHIATRY : 


Sir; In their review of my book of this 
title in your issue of February 1955, Dr. 
Norma Ford Walker and Dr. D. B. W. 
Reid have made it a matter of public record 
that in their opinion (and they are experts) 
the twin pairs 4 and 107/108, classified in 
the book as uniovular, should have been 
taken to be binovular. The evidence on 
which they base this view is that of the 
fingerprints. 

I believe this is mistaken. In a certain 
proportion of cases, about 16% of twin pairs, 
a rigid adherence to fingerprint evidence 
alone would lead to misclassification. In 
neither of the cases quoted was the finger- 
print evidence entirely unequivocal. In 
case 4 the difference between total ridge 
counts in the two twins was 0.27, above the 
average for binovular twins (0.245), and 
very much higher than the average for uni- 
ovular twins (0.068). Nevertheless the dis- 
tribution of this criterion in uniovular twin 
pairs is markedly skewed, and 0.27, the high- 
est value we obtained, is still part of the 
extended “tail.” We have sent a copy of the 
distribution to Dr. Walker. 

In case 107/108 the two twins were exam- 
ined side by side. This gives the opportunity 
of examining important details of fingernails, 
ears, etc., which are as objective as finger- 
prints, though not as easily reported. The 
twins were so alike as to leave no doubt of 
their uniovularity in the mind of the ob- 
server—evidence hardly to be overthrown by 
anything less absolutely reliable than a dif- 
ference in blood groups. The value of the 
fingerprint discriminant, though above the 
average for uniovular pairs, was not excep- 
tionally high. 

I do not wish to imply that in their 
friendly review of the book your reviewers 
have not provided anything but fair as well 
as penetrating criticism. In particular their 
comments on the evidential insufficiency in 
ovularity diagnosis in many cases are cer- 
tainly just. But I believe that the probability 


of error of classification in the two cases 
quoted is much less if they are taken as 
uniovular than if they are taken as binovular. 
SLATER, 
University of London, 
Institute of Psychiatry. 


Drs. Walker and Reid did not wish to add 
any comment. 


EXPERIMENTAL PsyCHIATRY 


Editor, Tut AMERICAN JouRNAL oF Psy- 
CHIATRY: 


Sir: On page 881 of the June 1955 num- 
ber of the JourNaL an article appeared by 
Rinkel, Hyde, Solomon, and Hoagland, “Ex- 
perimental Psychiatry,” in which I was 
quoted as the first author to have produced 
experimentally the triad of symptoms which 
I called the “principle of dementia praecox.” 
My original article was published in the pro- 
ceedings of the Royal Academy of Sciences, 
Amsterdam, 33, 1076, 1930. 

The triad of the principle of experimental 
dementia praecox, however, did not exactly 
consist of “autonomic, motoric, and psy- 
chomotor phenomena,” as quoted by the 
above authors. After experimentation with 
mescaline in animals, especially monkeys, I 
came to the conclusion that they show a type 
of experimental catatonia resembling human 
schizophrenic catatonia even better than the 
bulbocapnine catatonia I had described previ- 
ously with H. Baruk. A discussion of these 
mescaline experiments appeared in English in 
my book, Experimental Catatonia: A Gen- 
eral Reaction-Form of the Central Nervous 
System and Its Implications for Human 
Pathology (Williams and Wilkins, Balti- 
more, 1945). 

The principle of experimental dementia 
praecox consists of (1) psychopathological 
phenomena with hallucinations, etc., in man 
(as described by Beringer in Der Meskalin- 
rausch, Berlin, 1927) ; (2) autonomic signs ; 
and (3) psychomotor phenomena as found 
in experimental and clinical catatonia. 

I would not have mentioned this had I not 
received a letter from Dr. Hoffer, Director 
of Psychiatric Research, Saskatchewan, who 
writes me that the “usual lag of scientific 
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CORRESPONDENCE 


interest” which just now has again been re- 
vived rarely recognizes in this country that 
I started to try experimental production of 
symptoms found in psychoses as early as 
1921. Animal experimentation in psychiatry 
was already started by me as early as 1918 
(comparison of formation of ideas in dog 
and man with lowest I.Q.). 

Dr. Hoffer writes: 

I have written this letter not to be pedantic about 
literature references but because I feel that pioneers 
in science deserve adequate recognition of their 
work. De Jong’s concept of the “Catatonizing 
nucleus” led us in Saskatchewan to the concept of 
the schizophrenic nucleus which we have postulated 
may be a quinone indole. 


At the June meeting of the Society of 
Biological Psychiatry in Chicago I demon- 
strated that bulbocapnine is also capable of 
inducing catatonic stupor in man. 


H, pe Jone, M.D., 
Director, Psychiatric Research 
and Education, 

Kansas University Medical Center. 


DESIGNATION OF “TRANQUILIZING AGENTS” 
IN N&UROPHARMACOLOGY 


Editor, Tuk American JourRNAL or Psy- 
CHIATRY 


Sir: An already overburdened glossary 
ptovokes misgivings in anyone who proposes 
to coin a new term. There are occasions, 
however, when new experience calls for a 
new word. Recent clinical use of chlorproma- 
zine and the Rauwolfia fractions has demon- 
strated that these new compounds are capable 
of ameliorating many symptoms in psychi- 
atric disorders and thus “normalizing” such 
patients. Another drug having limited thera- 
peutic qualities of this general type has lately 
been reported by me (Science, 121 ; 208, Feb. 


11, 1955, and Neurology, §: 319, May 1955) 
and is undergoing further study. Alpha 
(4-piperidyl) benzhydrol hydrochloride, or 
Frenquel, is effective in the prevention and 
treatment of model psychoses produced by 
hallucinogenic drugs such as lysergic acid 
diethylamide and mescaline, as well as in 
some dissociation syndromes of clinical 
schizophrenic pattern. Although the neuro- 
physiological, neurochemical, and neurophar- 
macological mechanisms behind the clinical 
results obtained with these drugs await ex- 
planation, it would appear that the door has 
been opened, that further compounds of this 
type will be forthcoming, and that an under- 
standing of their mode of action may be 
reached. A word to describe this new order 
of pharmacological effects appears to be justi- 
fied. “Tranquilizing agents,” a term used 
descriptively thus far, does not entirely fill 
the bill, nor are such words as “anti-hallu- 
cinogens” adequate. Alister Cameron, pro- 
fessor of classics, University of Cincinnati, 
has suggested that the Greeks had a word for 
it. The adjective ataraktos meant “without 
confusion, cool, and steady,” and the noun 
ataraxia meant “freedom from confusion, 
peace of mind.” Cameron tells me that the 
Epicureans were especially fond of this term, 
that they almost had a patent on it, and that 
it represented one of the prime goals of their 
philosophical system. The term was taken 
over in its entirety into Latin as ataraxia. In 
English it is ataraxy, and the definition given 
in the Revised Shorter Oxford Dictionary is 
“freedom from disturbance of mind or pas- 
sion.” It is my proposal, therefore, that drugs 
of this type be designated “ataraxics” and 
that the adjective form “ataractic” be used to 
describe this therapeutic property in drugs. 


Howarp D. Fasinea, M. D., 
Cincinnati, Ohio. 
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Again and again one finds in our American 
psychiatric literature deprecating remarks on 
Kraepelin’s work which by some young psy- 
chiatrists has been lately said to have 
hampered the development of psychiatry. It 
seems obvious that none of the deprecators 
has read—not to say studied—any of Krae- 
pelin’s books. At best they may have leafed 
through one of the entirely unsatisfactory 
translations. To ask them to repair their 
lack of knowledge would probably be futile, 
and to try to correct erroneous views by 
a long discussion of Kraepelinian psychiatry 
would presumably serve no better purpose. 

But it may not be without profit to look 
once more into the psychiatric “dilemma” 
although some time ago it has ceased to be 
a dilemma for some of us. A number of 
observers have recognized that, to begin 
with, Kraepelin and Freud were dealing with 
different patient material. Both were physi- 
cians and the basic leitmotif of their endeavor 
concerned the patients whom they wanted to 
help. Kraepelin started as a institutional psy- 
chiatrist, as a “clinician” in the European 
sense while Freud, when he commenced 
his psychiatric activities, took care of patients 
in his office. A great number of Kraepelin’s 
clinical patients were seriously sick psy- 
chotics. The vast majority of Freud’s pa- 
tients were neurotics. Many of the clinical 
patients did not come on their own will to 
the clinic, but were brought by relatives or 
sent by a social agency, often by the security 
agency, i.e., the police. This implies that 
many of them did not think they were sick 
and scarcely lent themselves voluntarily to 
treatment. I suppose that with few excep- 
tions patients came to Freud in order to be 
helped, in order to be cured. 

When both—Freud and Kraepelin—began 
to study medicine and became physicians 
(they were contemporaries in the strictest 
sense, both born 1856) psychiatry was 


1 The terms clinic and clinician are used here in 
the sense they have abroad. 
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mostly done in state institutions whose staffs 
often had no special training (there was with 
the exception of a few university clinics 
scarcely a place to get such training), there 
were only small staffs and a dearth of aides; 
their main activity was a pretty sweeping 
care of the patients; their attitude towards 
diagnosis was quite arbitrary, their prog- 
nostic outlook predominantly pessimistic. I 
do not mean to claim that there were no out- 
standing psychiatrists in the field before 
Freud and Kraepelin, but I do not want to 
write a historical paper either. 

Kraepelin’s leading idea was that mental 
disturbances were diseases like any other 
diseases and had to be attacked accordingly. 
This attack could be strategically organized 
only when it was possible to bring these dis- 
turbances into a system comparable with the 
diagnostic system of internal medicine. He 
set out to do this and to the unbiased on- 
looker his achievement was tremendous : col- 
lecting whatever usable data were available, 
he grouped mental disturbances and would 
never tire to regroup them. Nobody was 
more critical than himself with respect to this 
grouping. This latter circumstance seems to 
be practically unknown to most of our 
colleagues ; they might be surprised if they 
would or could look into the 8 editions of 
Kraepelin’s book to gain some insight into 
the changes due to the regroupings just 
mentioned. With all this Kraepelin’s clinic 
was a place where new methods of treatment 
were investigated. It was not a place to 
which patients with milder disturbances 
would come for psychotherapy. Psycho- 
therapy was not in the foreground of Krae- 
pelin’s interest anyway. 

Freud’s interest when he started in prac- 
tice was to help the individual patient by 
means of psychotherapy. He showed his 
genius not only in the development of a 
never-ceasing stream of brilliant ideas, but 
also in his skepsis as regards the final benefit 
his patients, or certainly not a few of them, 


393 


% 

AS 
tae 

I, 


394 


COMMENT 


were able to gain from his treatment. Clinical 
psychiatry as it developed during his life- 
time interested him rather little although he 
found a friendly word for Kraepelin (in the 
Schreber case) and even made suggestions 
as regards the terminology. I regret to say 
that Kraepelin never made a friendly remark 
about Freud for all that is known to me. 
Fortunately Freud did not need such re- 
marks when time went on. 

The clinician Kraepelin was of the opinion 
that on the ground of his painstaking obser- 
vations of his patients he was dealing with 
facts. He grouped symptoms and syndromes 
all of which were, so to say, composed of the 
observed facts, hence they were considered 
facts, too, and their being grouped into 
disease entities did not diminish but rather 
increased their factuality. Whether or not 
the symptoms made sense was thought irrele- 
vant ; if they did it was noticed and used, but 
if they did not nobody was astonished or 
tried to find meanings in the utterances and 
actions of patients. I realize that this attitude 
underwent incisive changes in various places 
even while Kraepelin was still in office. I 
do not go into these developments as I want 
to concentrate on Freud’s and Kraepelin’s 
approach. 

The more patients Freud saw the more he 
developed his ideas the more did he seem to 
become convinced that he was dealing with 
facts. How else would it have been conceiv- 
able that from what he conjectured to be the 
unconscious of his patients the same trends 
as regards experiencing and especially as 
regards the content of experiences long for- 
gotten or repressed could come to the 
surface? Let us not misunderstand the situa- 
tion: the world appears to have waited for 
Freud. The number of his pupils and other 
adherents grew fast. His works and the 
works of his followers did not remain within 
the group of psychoanalysts or the larger 
group of psychiatrists, but soon found 
entrance into fields that had so far been only 
theoretically, if at all, interested in problems 
of psychopathology: sociologists, psycholo- 
gists, anthropologists, writers, and the lay 
public at large were drawn to the new depth 
psychology which by the psychoanalytic in- 
group was more and more developed into a 
kind of religion, into a sect. (It is realized, 
that here the early renegades from the in- 


group made willingly, unwillingly, a contri- 
bution by turning their backs on the mother 
church and founding sects of their own.) 
Ever wider circles looked at and into psy- 
choanalysis and learned about the facts it 
had to offer. 

If one reads Freud one sees that he knew 
he was dealing with the experiences of his 
patients and with the meanings of these expe- 
riences. His works on dreams are—nobody 
knew better than himself—based on inter- 
pretations. And not only the dreams of the 
patients but all other experiences they were 
able to communicate were interpreted. On 
the understanding by the patients of these 
interpretations rested success or failure of 
the treatment. 

What I want to bring into clearest relief 
is nothing new as regards the work of Freud 
and his school or schools. Their endeavor 
goes toward the interpretation of their pa- 
tients’ experiential contents ; the interpreta- 
tions lead to the understanding or presum- 
able understanding of the patients’ expe- 
riences and of the dynamics (the “how”) of 
their experiencing. The circumstance that 
the interpretations have been formulated into 
a system and that they can be used in a multi- 
tude and variety of patients does not turn 
the interpretations into facts nor does it give 
evidence of the interpretations starting from 
facts. One may consider it as “facts” that 
a patient comes to the psychoanalyst and 
begins and continues telling him his associa- 
tions, but this is far from the assumption, to 
say nothing about the evidence, of his com- 
munications being “facts in the scientific 
sense.” 

On the other side, of course, Kraepelin 
and his pupils were also perfectly certain 
that they were dealing with facts. The nega- 
tive, partly arrogant attitude toward psy- 
choanalysis was due to the conviction that 
there were only arbitrary constructions and 
interpretations, but that facts were lacking 
completely. No doubt the intention was en- 
tirely honest. They wanted facts and they 
found facts. However, it was overlooked 
that many of the symptoms observed in the 
patients were doubtful facts, so much so 
that again and again they had to be attributed 
to different disease entities, i.e., that their 
meanings for the clinician was changed, i.¢., 
that they were interpreted differently, ¢.g., 
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now as pathognostic for hebephrenia, later 
as characteristic of a manic condition. It is 
only fair to mention here that later Kraepelin 
wrote papers emphasizing the main syn- 
dromes while at least in theory turning a bit 
away from the disease entities. This attitude, 
of course, was also based on the assumption 
of dealing with facts. However, the combina- 
tion of symptoms into certain syndromes was 
no less interpretation than the combining 
them into entities. At any rate, there was 
interpretation “on the clinical level” as there 
was interpretation “on the level of depth 
psychology.” It is this very observation 
which I want to clarify. 

If the clinician took the attitude: I have 
the facts, hence my pursuit is scientific, and 
if the psychoanalyst protested: my facts are 
at least as good facts as yours and perhaps 
better ones, they indulged in mutual Vor- 
beireden. In all likelihood everybody would 
have been pleased if everybody had given in 
a little. Most of it, yet not all, belongs to 
history. 

It occurred that clinicians grew increas- 
ingly skeptical of many of their “facts” and 
took over more and more psychoanalytic 
theory and practice. It is true that this was 
often done in a diluting way. But even so 
psychoanalysis made its inroads into the 
psychiatric clinic. Luckily a few psycho- 
analysts and their followers not only gave 
up fighting the “reactionary” clinicians but 
became less and less antagonistic toward 
the clinical endeavor to come to a diagnosis 
and to a diagnostic system. It is refreshing 
to read that outstanding psychoanalysts are 
still making use of Kraepelinian diagnoses. 
It seems to be inconceivable that the Diag- 
nostic and Statistical Manual: Mental Dis- 
orders could have been written without the 
preceding work of Kraepelin. 

Looking at the “total picture” as far as 
one person can do this in psychiatry nowa- 
days, one may well say that many clinicians 
have become well oriented about depth psy- 
chology and grant it in their institutions the 
place—in teaching, therapy and research—it 
merits. Many clinicians are aware that there 
is more than one depth psychology and try 
to do justice to the pertinent varieties as 
much as possible. That with all this, other 
fields of work are not neglected in the clinics 
is recognizable to everybody who cares to 


see it. Indeed, where there is the obligation 
and the wish to teach psychiatry the clin- 
icians are eager to extend and to round 
out their teaching as well as their research 
plans, they are interested in psychological, 
sociological and genealogical research, they 
attach a variety of laboratories to their in- 
stitutions, etc. Vice versa, institutions of 
psychiatric research cannot do without clinics 
and the patients who come or are brought to 
the clinics. It is a “fact” now that the one- 
sided clinicians belong to a honored but past 
period. In Paris, 1950, Rumke remarked 
that “the clinic is the center of scientific psy- 
chiatry.” This is exactly what I have been 
talking about. I do not mean to declare any 
discipline as nonscientific or unscientific, but 
do believe that whatever disciplines are 
working together in psychiatry and for psy- 
chiatry—.e., for the benefit of the patients 
—can be best organized in clinical psychiatric 
centers unless they want to give their effort 
to one or to a selection of the disciplines 
concerned, It is obvious that no individual 
would be able to master all the branches of 
psychiatry nowadays. There is inevitably 
specialization. This very specialization makes 
it the more imperative to have centers in 
which the mutual giving and taking in 
service, teaching, and research belong to 
the character and organization of such central 
institutions. The staff of such an institution 
cannot be less interested in the future of the 
patients than in the future of psychiatry. 

I wonder could I make my point. I have 
strained the “facts” as here I only wanted 
to call attention to one mutual misunder- 
standing, namely, that interpretations—most 
of them on different levels—were considered 
facts. There is, of course, “more to it” 
which I do not propose to deal with here. 

Freud and Kraepelin have been dead for 
years. The fields of their endeavor have 
not been left lying fallow since. Freud’s 
influence went far beyond psychiatry. As 
far as psychiatry is concerned depth psy- 
chology has been found indispensable. So 
have quite a few Kraepelinian views. Freud 
and Kraepelin were the most important 
figures in psychiatry in their time and we are 
still working in their mighty shadows, 

At any rate the time for name calling is 
over unless everybody wants to call every- 
body an interpreter. 
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DeatH or Dr. Bertram H. Roserts.— 
Dr. Bertram H. Roberts, assistant professor 
of psychiatry at Yale University School of 
Medicine, died by drowning in a tragic ac- 
cident, August 12, 1955. He and his wife 
spent part of their vacation on a schooner 
which capsized in Chesapeake Bay during 
hurricane “Connie.” Dr. Roberts’ wife was 
fortunately rescued after spending 6 hours 
in the stormy waters off Annapolis while 
Dr. Roberts was trapped below deck aiding 
other passengers in preparation for their 
rescue and could not escape. 

To his friends and colleagues, not to speak 
of members of his family, his death came as 
an unbelievable shock. Dr. Roberts was 
loved and esteemed for his decency and sense 
of social justice. He was an extremely able 
psychiatrist. Dr. F. C. Redlich, Chairman 
of the Yale Department of Psychiatry, called 
him “a man of great promise, one of 
our outstanding young research men and 
teachers.” 

Dr. Roberts was born January 23, 1921, 
in Toronto, Canada. He received his M. D. 
degree from the University of Toronto’s 
Faculty of Medicine in 1944, and a Master 
of Arts degree in sociology from Columbia 
University in 1950. He was a medical officer 
in the Royal Canadian Air Force 1945-46 
and joined the staff of the Institute of Living 
in Hartford Connecticut in 1947. The fol- 
lowing year he became a teaching fellow in 
psychiatry at Harvard and a resident at 
the Boston Psychiatric Hospital. He re- 
joined the Institute of Living as a staff psy- 
chiatrist in January 1950, and was appointed 
instructor in psychiatry at the Yale Uni- 
versity School of Medicine in October 1950, 
becoming assistant professor in July 1952. 
He was also assistant chief of Yale’s psychi- 
atric outpatient clinic. 

Dr. Roberts had been working in the field 
of social psychiatry and had published a 
number of very interesting papers in this 
particular area. More recently he has been 
working with Drs. Hollingshead, Redlich, 
and Myers on a large project investigating 
the relationship of psychiatry to social class. 
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At the time of his death he was writing a 
book on this subject in collaboration with 
Dr. Jerome K. Myers, assistant professor 
of sociology at Yale. Fortunately it will be 
possible to publish this book which is in a 
fairly advanced stage as a posthumous work. 

To those who knew Dr. Roberts’ specific 
talent, it seems unlikely that it will be possi- 
ble to replace him. It can only be hoped that 
others will continue the work which he 
started. Members of the family, friends, and 
colleagues have started a Bertram H. 
Roberts Memorial Fund to support an an- 
nual lectureship in the field of psychiatry. 
Contributions to this fund may be sent to 
Yale University. 


To Investicate COMMUNITY MENTAL 
Heattn Activities.—Under a fellowship 
from the United Nations World Health 
Organization, Dr. Robert C. Hunt, assistant 
commissioner for community mental health 
services of the New York State Department 
of Mental Hygiene is presently studying 
community mental health activities in Hol- 
land and England. 

The investigation is focussed on national, 
local, hospital, and community mental health 
programs which are known to be effective ; 
also on short-term inpatient care, mental 
health clinics, training programs, public edu- 
cation, and home care. 

New York State’s new community mental 
Health program is the first of its kind in the 
United States. It provides state aid to com- 
munities for the development of mental 
health services. 

Dr. Hunt’s visit includes the Department 
of Mental Hygiene, Amsterdam, Holland ; 
the Tavistock Clinic, London; Chelsham 
House, and Belmont Hospital, Surrey, Eng- 
land. 


Dr. PasaMANICK Heaps PsycHIATRY AT 
Onto Strate Universiry or 
Mepicine.—Formerly associate professor 
of mental hygiene, Johns Hopkins School of 
Hygiene, Dr. Benjamin Pasamanick has 
been appointed professor of psychiatry at 
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The Ohio State University College of Med*- 
cine, and director of research at the Colum- 
bus State Psychiatric Institute. 

Dr. Pasamanick received psychiatric train- 
ing at the New York State Psychiatric 
Institute and the Yale Clinic of Child De- 
velopment. He organized children’s psychi- 
atric services at the Michigan Neuropsychia- 
tric Institute and the Kings County Hospital 
and held teaching appointments at the medi- 
cal schools of Yale, Michigan, Long Island, 
State University of New York, and Johns 
Hopkins. In 1949 he received the first Hof- 
heimer Research Prize awarded by The 
American Psychiatric Association. 


Muttip.e Scverosis Society 
AND Scientiric Drrecror.—Frederick L. 
Stone, Ph. D., of the School of the Health 
Professions, University of Pittsburgh, and 
a member of the Executive Committee of 
the Medical Advisory Board of the National 
Multiple Sclerosis Society, has been ap- 
pointed Director of the Society’s Medical 
and Scientific Department, as of September 
I, 1955. 

Dr. Stone’s primary responsibility will be 
to develop expanded research and medical 
programs for the study of multiple sclerosis. 
He will also administer all research grants 
and fellowships. 

Dr. Stone is a member of the American 
Academy of Neurology, the Association for 
Research in Nervous and Mental Diseases, 
the American Association for Research in 
Ophthalmology, and the Association of 
American Medical Colleges. 


AMERICAN Pusiic HeaLtH Assocta- 
TION.—The 83rd annual meeting of the As- 
sociation and meetings of 4o related or- 
ganizations will be held in Kansas City, 
Missouri, Municipal Auditorium, November 
14-18, 1955. 

The meetings will bring together more 
than 5,000 specialists in public health from 
all parts of the United States and from many 
other countries. Reports on a wide variety 
of mental health developments related to 
public health will be presented during the 
meetings. 

The American Public Health Association 
is the largest professional organization of 
public health workers in the world, with 


more than 15,000 members throughout the 
Western Hemisphere. Address : 1790 Broad- 
way, New York ig, N. Y. 


Frenps Hospirar.—Dr. Theodore L. 
Dehne, superintendent of Friends Hospital, 
has announced the appointment of Dr. 
Robert A. Clark as clinical director, chief of 
the outpatient department and director of 
resident training at that institution. 

Dr. Clark was previously director of the 
mental health clinic at Western Psychiatric 
Institute in Pittsburgh and associate pro- 
fessor of psychiatry at the University of 
Pittsburgh School of Medicine. In 1948-49 
he studied under Dr. Carl Jung at the Insti- 
tute for Analytical Psychology in Zurich. 

Friends Hospital was founded in 1813 and 
was the first private institution in America 
devoted exclusively to the care and treat- 
ment of the mentally ill. 


A. P. A. House Commirrer.—The 
Washington office reports the establishment 
of a new standing committee under the com- 
mittees on internal affairs of the Association 
and reporting directly to Council. 

This committee will have the usual func- 
tions of a house committee, and will also 
oversee alterations in the new central office 
building. 

The members are: Addison M. Duval, 
chairman ; Henry Laughlin, Zigmond Leben- 
sohn, Robert T. Morse, Douglas Noble, and 
Marshall Ruffin. 


Moreno Instirute Courses.—The 
Moreno Institute opened its fall semester 
October 17, 1955. The Institute is chartered 
by the Board of Regents of the State of New 
York, and its courses in sociometry, psycho- 
drama, sociodrama, group psychotherapy, 
and role playing on the graduate level are ap- 
proved by the Board. For further informa- 
tion, write to: Moreno Institute, ror Park 
Avenue, Room 327, New York 17, N. Y. 


S. Wecusier Lecrure.—The 
first Israel S. Wechsler lecture is to be given 
on the evening of December 2, 1955, at The 
Mount Sinai Hospital of New York City, 
by Dr. John F. Fulton, Sterling Professor 
of the History of Medicine, Yale University, 
School of Medicine. 


BOOK REVIEWS 


Socia. Diusorcanization. Second Edition. By 
Robert E. L. Faris. (New York: Ronald Press, 
1955. Price: $5.50.) 


In this second edition of a textbook first published 
in 1948, Professor Faris accepts a dictionary defi- 
nition of disorganization (a breaking up of order or 
system; the disunion or disruption of constituent 
parts) as a “clear and satisfactory” meaning of 
social disorganization provided “. . . the constituent 
parts are persons or groups of persons, and that 
the union which is coming apart is that kind of 
functioning interdependence which is social organi- 
zation” (p. 34). 

Contending that social disorganization, so defined, 
is an entirely objective process which can be de- 
scribed in terms of actual processes without the 
intrusion of value-judgments, the author concludes 
that the condition of “partial, though not threaten- 
ing disorganization” which now exists is related to 
the transformation from an agricultural society to 
an urban civilization, to the rapid growth by im- 
migration, to the building of great cities, to the 
spread of revolutionary inventions, and to the in- 
stability of world affairs. Consequent upon such 
changes are a loss of continuity between generations, 
internal conflicts, and an increase in individualism 
and secularization. 

Numerous case studies of individuals (criminals, 
beggars, schizophrenics) and of social situations 
(the fall of France, bombing of London, the con- 
tinuity principle among the Chagga) make interest- 
ing illustrations to support the author’s thesis. 
Whether such case studies constitute sufficient ob- 
jective evidence to establish the validity of the 
somewhat circular definition in a clear and satis- 
factory manner is of less interest to readers of this 
Journal than the rather extensive (pp. 323-382) 
analysis of mental abnormality. 

In considerable detail Professor Faris analyses 
results from his own ecological studies and from 
other investigations of differential incidence of 
schizophrenia on the basis of urban residence and 
class membership. Following a convincing demon- 
stration that low socio-economic status combined 
with residence in deteriorated neighborhoods is as- 
sociated with a high incidence, he attempts to dis- 
pose of the possibility that heredity and selective 
migration are determinate factors and concludes 
(for example) that the most significant element in 
the etiology of paranoid schizophrenia is overpro- 
tection of the child by the mother. Rates are higher 
in slum areas because: “It is in the slum areas 
of the city, where delinquency rates are high and 
where juveniles have a tradition of toughness, that 
children are least tolerant of the pampered and 
egocentric weakling who cries for his mother when 
frustrated. Possibly it is this fact that accounts for 
the greater tendency for peoples in these areas to 
develop schizophrenia . . . [p. 345].” 
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That some psychoses have a physiological basis 
which is related only indirectly to sociological con- 
ditions is granted by the author, but he contends 
that the great majority (p. 382) “are clearly related 
to the extreme disorganization of cities” and can 
probably be substantially reduced by a stabilization 
of society. 

Such interpretations are likely to be convincing 
to college students, while for those sympathetic to 
the social reform approach but familiar with recent 
findings it is likely to give rise to a feeling of nos- 
talgia for the “good old days” (Remember how 
housing projects were going to reduce delinquency, 
too?) when the knowledge of biochemical com- 
ponents and genetic relationships could be more 
easily ignored than they can today. 

A. H. Hosss, Pu. D., 
University of Pennsylvania. 


Tue Ninmism or Joun Dewey. By Paul K. Cros- 
ser. (New York: Philosophical Library, 
1955. Price: $3.75.) 


This is the most barbarously written book this 
reviewer can remember reading. Its style, construc- 
tion, grammar, and even punctuation seem designed 
to obscure the meaning of many sentences and para- 
graphs almost beyond the possibility of discovery. 
Surely it is the duty of the publisher and the pub- 
lisher’s reader not to permit a work to appear in 
print until it satisfies the simpler requirements of 
communication. 

Dr. Crosser appears to contend that Dewey’s 
thought is nihilistic because it is a form of extreme 
relativism. Dewey seeks to eliminate from philos- 
ophy, aesthetics, and educational theory everything 
definite, specific, and determinate. For example, 
Dewey so utterly conflates and confuses organism 
and environment, it is argued, that this distinction 
is rendered meaningless and useless. Again, the 
clarity and value for thought of the relation between 
cause and effect is destroyed when, as in Dewey's 
writings, this relation is made amorphous and ain- 
biguous. In Dewey’s educational theory too, Dr. 
Crosser holds, we find the same sort of vagueness 
and confusion. Experience and education melt into 
one another, and there is no clear and valid cri- 
terion by means of which to distinguish what is 
educative from what is not. 

These accusations which Dr. Crosser levels at 
Dewey’s thought are, in this reviewer’s opinion, 
correct in part. Dewey’s thought does tend toward 
an excessive blurring of important distinctions. He 
often appears to regard the notion of transaction as 
a philosopher’s stone, capable of transmuting all 
problems. But however sound Dr. Crosser’s point 
may be, his book suffers from several major de- 
fects, quite apart from its failure as communica- 
tion. First, Dr. Crosser does not argue his case at 
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all well. His method is an almost sentence by sen- 
tence commentary on approximately the first hun- 
dred pages of each of three of Dewey's late major 
works. The plethora of quotations is interpreted 
by Dr. Crosser often in a wilful, arbitrary, and 
unsubstantiated manner. Frequently he argues ad 
hominem and by innuendo. Judged by the standard 
of precision, analysis, and logic which is charac- 
teristic of the good journeyman in philosophy (both 
today and in the past) this book cannot be said 
to argue its case at all. Sledge-hammer repetition 
may sell merchandise ; it ought not to sway minds. 

Second, Dr. Crosser is not fair to Dewey. Im- 
portant and relevant aspects of Dewey’s later writ- 
ings are overlooked and neglected. Dr. Crosser’s 
readers would never guess, unless they have read 
Dewey themselves, that the philosopher under dis- 
cussion is the least malicious of thinkers, honestly 
striving to say clearly what he means, ready with 
sound argument, and full of subtle, important dis- 
tinctions. 

Lastly, Dr. Crosser is not fair to the many others 
who have made similar but sounder criticisms of 
Dewey. What is novel about this book is its 
turgid exaggeration of a sound point. Dewey’s 
relativism has often been critically analyzed, by 
Thomists, by Marxists, by fellow pragmatists, and 
by many others. Dr. Crosser does not so much as 
mention the existence of this large and important 
body of work. 

Davip SAVAN, 
Dept. of Philosophy, 
University of Toronto. 


Tue Tat ano Cat tn Use. By Leopold 
Bellak, M.D., (New York: Grune & Stratton, 
1954. Price: $6.75.) 


The catchy title on this book is bound to fascinate 
any visitor who spots it on your shelf and it should 
prove a good conversation piece, if nothing else. 

To the more sophisticated, the discussions con- 
cerning the thematic apperception tests and chil- 
dren’s apperception test will prove most useful. 

The author, who is well known for his writings 
in projective technique areas, has taken material 
from his many publications, added much new data 
and come up with a well-organized discussion of 
these useful diagnostic devices. He begins by laying 
the theoretical foundations for projective testing 
in general, discussing other major methods com- 
pared with these 2 special techniques. He then 
rapidly moves into the practical clinical side of the 
T.A.T. describing areas of application, indication 
for use, and variations of administration. The bulk 
of each section, as it should be, is devoted to in- 
terpretation and these chapters include excellent 
literature surveys, coupled with the author’s own 
approach. Special problems are considered and the 
use of the technique in therapy is suggested. The 
total discussion is rounded out with some sug- 
gestions for future development. 

The same approach is applied to the Children’s 
Apperception Test, although here the material is 
not as voluminous, since this technique is of much 


more recent development. Interpretive approaches 
are given in considerable detail and this section of 
the book represents the only really well done avail- 
able manual on this test. Interpretive material and 
typical responses make this section most practical. 

The Thematic Apperception Test has long been 
established as a worthwhile projective device and 
this book can be considered an excellent introduction 
to the method. The material on the Children’s 
Apperception Test is especially useful to beginning 
workers and the whole volume is well worthwhile 
to novices. Experts will of course find it especially 
profitable as a splendid example of comparative 


experience. 
Dovucras M. Ketrey, M.D., 
University of California. 


PsYCHIATRY AND CoMMON Sense. By C. S. Bluemel. 
(New York: MacMillan, 1954. Price: $3.00.) 


In recent years an increasing number of books 
have appeared from various sources with the ob- 
jective of informing the general reader about him- 
self and about his problems of psychological adjust- 
ment. Dr. Bluemel’s little book is another attempt 
of this sort. He offers the lay reader a simple, lucid 
concept of psychopathology, and concludes with a 
discussion of self-therapy. The former, oriented to 
the author’s common-sense theories of organization, 
nonorganization, and disorganization, makes the 
usual broad sweep of clinical psychiatry found in a 
psychiatric text book. It is informative and illus- 
trated with numerous abbreviated case histories 
from Dr. Bluemel’s obviously broad and extensive 
clinical experience. 

The self-therapy section suffers as such efforts 
frequently do. It is called “Reorganization-Befriend 
Yourself.” No doubt in the hands of Dr. Bluemel 
in his consulting chamber the material discussed is 
utilized quite effectively. However, in the book it 
somehow does not seem to congeal. It tells the 
reader what to do, which he may already know to 
some extent, but suggestions as to how are lacking 
or inadequate. The final chapter in the book is a 
philosophical discussion of the author’s concepts of 
organization and disorganization as applied to the 
various human institutions in our modern world. 
For the intelligent layman, who is curious about 
psychiatry and emotional problems this book fur- 
nishes an easy, pleasant way of increasing his 
knowledge. It can also be safely recommended to 
selected patients who wish to obtain a broader 
knowledge of emotional problems. 

Wacrter L. Granam, M.D., 
Henry Ford Hospital, 
Detroit, Mich. 


Genetics AND THE INHERITANCE oF INTEGRATED 
NeUROLOGICAL AND PATTERNS. 
(Research Publications, Association for Ner- 
vous and Mental Disease, Vol. 33.) Edited by 
D. Hooker and C. C. Hare. (Baltimore: Wiil- 
liams and Wilkins, 1954.) 


This efficiently edited and richly iliustrated vol- 
ume consists of 24 selected papers on the interac- 
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tion of genetic and environmental factors in the de- 
velopment of normal and abnormal behavior pat- 
terns in man. The papers formed the program of 
the 1953 meeting of the Association and were sup- 
posed to remedy the fact that the subjects of neuro- 
logical, psychiatric and psychological genetics had 
not been considered by this noted organization for 
go years (Vol. 3, 1923). Hence, the contributors 
were chosen with a view to demonstrating that the 
new scientific discipline of human genetics had come 
of age in the interim. 

The first part of the book (6 chapters) is devoted 
to a careful reevaluation of the ageless nature-nur- 
ture controversy. The sequence adopted leads from 
a discussion of general genetic principles (David 
and Snyder) to reviews of the present state of 
knowledge in biochemical (Davis), physiological 
(Ginsburg), bacteriological (Sabin), and psycho- 
logical (Anastasi) genetics. The prenatal effects of 
nutrition are described by Warkany and Wilson in 
order to indicate “that all congenital conditions are 
not necessarily of genetic origin” (Hooker). On 
the whole, this section serves effectively the purpose 
of introducing the reader to the well-defined terms, 
methods, and basic concepts of modern human 
genetics. 

The second part of the book (18 chapters) is 
less homogeneous, if only because an attempt has 
been made to cover a wide area of specific topics 
bearing on the developmental, clinical, and psycho- 
logical applications of genetics, Excellent treatises 
on the phylogenetic integration of behavior (Barron, 
Carmichael, Crosby, and Yoss) are followed by cap- 
tivating reports on early human fetal activity (Gesell, 
Hooker, Humphrey) and by scholarly presentations 
on the inheritance of intellectual capacities (Thomp- 
son), the methodological aspects of childhood be- 
havior studies (Senn), and the symptomatology of 
early infantile autism (Kanner). In a chapter deal- 
ing with the genetic problems of adaptability, the 
merits of simple, controlled experiments in studying 
hereditary differences in behavioral (pharmacologi- 
cal) responses and the need for distinguishing be- 
tween the phenomena of adaptedness and adapta- 
tion are stressed by Glass, 

The array of specific neurological and psychiatric 
conditions, in the etiology of which the effect of 
genetic factors is shown to play an essential part, 
includes the lipidoses (Herndon); phenylpyruvic 
oligophrenia (Jervis); the myopathie and neuro- 
pathic syndromes (Tyler); the hereditary ataxias 
(Schut) ; convulsive disease (Lennox and Jolly) ; 
and certain forms of migraine (Goodell, Lewontin 
and Wolff). In a review of psychotic behavior pat- 
terns (Kallmann), comparative twin data on the 
distribution of schizophrenic, manic-depressive and 
involutional psychoses are discussed, with the empha- 
sis on the conditional compatibility of psychody- 
namic and genetic theories of psychopathology. 

The closing chapter (Neel) presents a well- 
balanced appraisal of eugenic potentialities in the 
management of population problems and is strictly 
on the conservative side. Genetic counseling is 


favored only cn a highly personalized level, in order 
to make it possible to evaluate “the entire genetic 
and even social background of the individuals in- 
volved.” 

Despite some unavoidable unevenness and incom- 
pleteness in the presentation of a very complex 
subject, the scrupulous perusal of this book is cer- 
tain to be profitable for every student of human be- 
havior problems. 

Franz J. M.D., 
Eom Jensen, M.D., 
New York State Psychiatric Institute. 


Tue Acep anv Acinc IN Part I: The 
Mentally Ill. By Otto L. Bettag, David Slight, 
Philip W. Wenig, and William H. Sorensen. 
(Springfield: Department of Public Welfare, 
1955.) 

This excellent report was published as a means 
of informing citizens of the magnitude of the prob- 
lem of the aged who are considered mentally ill. 
It is predicted by the year 2000 A.D., 13.2% of the 
national population will be over the age of 65 years. 
The trend in Illinois indicates that a higher per- 
centage can be expected in that state. Of even more 
import is the statistical evidence that in Illinois the 
proportion of elderly persons being admitted to state 
mental hospitals is increasing twice as rapidly of 
their proportion in the general population. 

The higher ratio of aged requiring hospitalization 
poses the question, “Why is an increasing propor- 
tion of our aged population (which is itself increas- 
ing) unable to remain adjusted as shown by the in- 
creased admissions to the mental hospitals?” Study 
is required to determine if life adjustment is now 
more difficult or if the criteria of acceptable com- 
munity adjustment have altered. The evidence pre- 
sented, based upon first admissions over the age 
of 65 years, does not support the view that the per- 
centage of psychosis of the senium, that is senile and 
arteriosclerotic psychosis, is increasing. In hospi- 
talized elderly patients, despite the fact that the 
average admission age has risen sharply, equaliza- 
tion of the sex composition in the senile and ar- 
teriosclerotic groups is noted, as formerly senile 
psychosis was predominantly a disease of women 
while arteriosclerotic brain disease was primarily 
diagnosed in males. The proportion of men and 
women in both these groups is rapidly moving to 
an even balance. Utilizing these statistical trends 
and projecting to the year 2000 A.D. permits the 
prediction that 67% of the patients in state hospitals 
will be over the age of 65 years. The expected cost 
for care and treatment based upon the present 
operating expenses per capita will be by the year 
2000 A.D. approximately $50,000,000 per year. 
These important figures make us question how our 
society can tolerate such a heavy financial burden, 
and it is obvious that expenditures are now required 
to develop methods to prevent this catastrophe. 

E. W. Busse, M.D., 
Duke University, 
Durham, N. 
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THORAZINE* 


Shortens Duration 


of Psychotic Attacks 


“A 50% reduction in the probable duration of a psychotic attack may be 
expected with |‘Thorazine’| in psychotic breakdown characterized by psycho- 
motor excitement or emotional tension.” 


Patients “recover with [“Thorazine’] within an unusually short time without 
the help of insulin coma or electroconvulsive therapy’. 


Furthermore, ‘‘the patient’s insight is often better because amnesia and con- 
fusion do not develop under treatment’. 


Lehmann, H.E.: Canad. M. A. J. 72:91 
(Jan. 15) 1955. 


‘Thorazine’ Hydrochloride is available in ampuls, tablets and syrup. 


Additional information on “Thorazine’ is available on request. 


Smith, Kline & French Laboratories 
1530 Spring Garden Street, Philadelphia 1 


*T.M. Reg US. Pat. Off. for brand of chlorpromazine. 
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BERLIN LOCK 
E OF SCREEN 


ENCY RESCUE 


P= this Could Have Been 
Avoided With Chamberlin 
Psycho-Security Screens With 


Outside Emergency Lock Releases 


Yes, Chamberlin hinged Psycho-Secu- 
rity Sereens in place of bars and fixed 
wire guards, are indeed a modern pro- 
tection when equipped with emergency 
lock releases. They insure against the 
tragedy of no-escape in case of fire, 
and thus they go a long way toward 
reducing the hazard of public liability 
pr suits, and public investigations 


CHAMBERLIN HAS INSTALLED MORE 
PSYCHO-SECURITY SCREENS THAN 
ALL OTHER COMPANIES TOGETHER 


In the Psycho-Security 
Screen field Chamberlin 
leads in design, engi 
neering, manufacturing 
and advisory know-how 
You can depend upon 
the ethics and the serv 
ice to be expected from 
a concern that’s been in 
business 57 years 


3 TYPES MEET 
PATIENT NEEDS 


1) To withetend the 
violent attack 
2) for the tess vio 
lent pahent 
3) For mildly disturbed 


tury of 


patents requiring protective 
ustedy 
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WHAT PRICE PEACE OF MIND? 


In addition to these emergency values, 
Chamberlin Psycho-Security Screens 
are like a firm hand in a velvet glove 
in the endeavor to bring peace and 
ultimate recovery to disturbed patients. 


They imply no sense of restraint be- 
cause they look like an insect screen 
and, in fact, function as such. Yet the 
high-tensile, shock-absorbing, stainless 
steel mesh insures against damage to 
windows and hazards of self-injury, 
suicide and escape. 


Insist on 


CHAMBERLIN 


company 
unequalled for security 
CHAMBERLIN COMPANY OF AMERICA 


Special Products Division 
1254 LA GROSSE STREET DETROIT 32. MICHIGAN 


CHAMBER. TITUTIOMAL SERVICES Miners! Woe! inswlation Meta! Weather Metal Windows Doors Meta! lesec! Screens, aad fiber Glass Awnings 
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“ANTABUSE' appears to be the most effective 


means of treating the chronic alcoholic...” 


Smith, J. A.: Postgrad. Med. 16:316 (Oct.) 1954, 


A “CHEMICAL FENCE” FOR THE ALCOHOLIC. “Antabuse” helps the alcoholic resist his compul- 
sive craving for alcohol, and enables him “to respond more readily to measures aimed at 


the correction of underlying personality disorders.” Bone, J. A.: J. Nat. M. A. 46:245 (July) 1954. 


“Antabuse” » brand of DISULFIRAM (tetraethylthiuram disulfide) is supplied in 0.5 Gm, tablets, 
bottles of 50 and 1,000, 


Complete information available on request 


@ Ayerst Laboratories © New York, N. Y. © Montreal, Canada 
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(Sterile Thiopental Sodium for Injection, Abbott) 


4 
q 


in combination: Where PENTOTHAL is used frequently, 
Quick response to the surgeon's needs enough solution for 24 to 48 hours 
Reduced dosage of other agents may be prepared with assurance of 
Compatibility with all other anesthetic agents stability. PENTOTHAL is now available 
atcne: Easily-controlled levels in a 5-Gm. muitiple-dose container 


Rapid, smooth induction (250-cc. size) and a 10-Gm. container 


Pleasant, swift recovery (500-cc. size). ( lh 
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Bizarre 
behavior problems 
respond to 


4Betore injection of Serpasil, patient 
has torn off all her clothes and has 
assumed grotesque posture on hospi- 
tal bed. 


One day after injection of Serpasil 
Parenteral Solution, patient sits quiet- 
ly in bed, wearing pajamas and drink- 
ing water calmly. 


IN INSTITUTIONAL THERAPY 
AND OFFICE PSYCHIATRY 


Serpasil, a nonhypnotic tranquilizing 
agent, not only produces remissions 
in severe neuropsychiatric states in 
the hospitalized patient, but has also 
been used widely and successfully as 
an adjuvant to psychotherapy in the 
milder, ambulant cases seen in every- 
day practice. 


Supplied: Tabiets, 4.0, 2.0, 1.0 and 
0.25 mg. (scored) and 0.1 mg. Elixir, 
containing 1.0 mg. and 0.2 mg. per 4- 
mi. teaspoonful. Parenteral Solution, 
2-mi. ampuls, each ml. containing 2.5 
mg. of Serpasil. 


Serpasil® (reserpine cipa) 
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NICOZOL relieves senile psychoses and cerebral arteriosclerosis, including 
mild loss of memory, mental confusion and deterioration, and 
abnormal behavior patterns. 


Rehabilitation and release from public 

and private psychiatric institutions 
treating such disorders is possible. 
NICOZOL has been proved* safe 

and simple, as well as practical 

and inexpensive, and may be 

used with confidence to treat 
ambulatory cases. 
*Reterence: Levy, S., Pharmacological Treatment of Aged Patients 


in State Mental Hospitals, J.A.M.A., (53:14, Pages 1260- 
1265, Dec. 5, 1953. 


Available in capsules and elixir - ask your pharmacist. 
Samples and literature will gladly be sent upon request. 


DRUG 
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stops anxlety tension 


Dimetuycane safely blocks abnormal im- 
pulses at the interneuron to relieve ten- 
sion and relax spasm. It has little effect 
on normal impulses, and none on the 
higher centers. DimeTHyLane is the safe 
tension relaxant,tranquilizing the patient: 


» without mental clouding 
—» without sedation or hypnosis 
~» without effect on voluntary centers 


DIMETHYLANE stops anxiety tension safely, 
without even partial or temporary weak- 


at the interneuron 


ening of voluntary motor functions. It is 
more effective than mephenesin and has 
a wider margin of safety. In fact, there 
have been no reports of toxicity to 
DIMETHYLANE. 
Losage: Two capsules after meals and at 
bedtime. Dosage may be reduced for indi- 
vidualized maintenance therapy. 
upplied green capsules (0.25 Gm.), 
in bottles of 100 and 1,000 
Samples and literature available on 
request. 


Re 


THE NATIONAL DRUG COMPANY © Philadelphia 44, Pa 
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A STIMULATING REASSESSMENT OF 


Editors 


RUTH KOTINSKY 
Community HELEN L. WITMER 
Contributors 
Programs BARBARA BIBER 


H. E. CHAMBERLAIN 
SOL W. GINSBURG 

OY ROBERT R. HOLT 

LOUISA P. HOWE 


Mental Health| 


EDITH MILLER TUFTS 


THEORY, PRACTICE, AND EVALUATION 


This book provides an overall view of mental health promotion—its underlying 
theory, typical practice, and problems of evaluation. Each of the papers focuses 
from its own vantage point on current efforts to maintain the mental health of 
all at an optimum level on a community-wide basis. 


The authors of these papers discovered interesting programs of mental health 


education and pioneer attempts to translate mental health principles into pro- 
fessional practice. They also found, however, that the theoretical basis of the 
various endeavors in this area is inadequately developed, that evaluation is a thing 
of the future, and that the very definition of mental health promotion poses seri- 
ous difhculties. Their findings and analyses are therefore of the greatest impor- 
tance, for they will inevitably stimulate further thought and action in this fertile 
area of public health and welfare. 


Teachers, students, and practitioners of psychology and psychiatry, and of social 
work and nursing, and research workers in the social sciences generally, will all 
value this book. 384 pages. $5.00 


ANOTHER IMPORTANT STUDY 


STUDIES IN SCHIZOPHRENIA 


A Multidisciplinary Approach to Mind-Brain Relationships. By The Tulane 
Department of Psychiatry and Neurology; Reported by Robert G. Heath, Chair- 
man, and others. 1954. 635 pages. 226 figures. 20 tables. $8.50 


COMMONWEALTH FUND BOOKS 


009 C0 Through Your Bookstore, or from 


Tis HARVARD UNIVERSITY PRESS 
Cambridge 38 Massachusetts 
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Electro- 

Shock 

Ther with proven 
GLISSANDO TREATMENT 


reduces severity of convulsion... 
reduces chance of fracture... 


Model 160-G 
$250.00 
As illustrated complete 


PORTABLE 
UNITS 


Glissando in Electro Shock Therapy is the method of applying the shock 
stimulus to the patient in a smooth, gradually increasing manner so that the 
severity of the initial onset is minimized, In the Lektra equipment this gradual 
increase is AUTOMATICALLY controlled for uniformity and consisten 
of results. The Glissando rate of rise, variable from .4 second to 2.0 seconds 
in steps of 0.2 second may be selected to regulate the degree of “glide” into 
the actual shock treatment. The Glissando is incorporated within the unit in 
such a manner that either Glissando Shock Therapy or 
Conventional Shock Therapy can be given at will. 


Model 302-G 
$395.00 
As illustrated 


complete with 
electrodes 


Write Dept. A for Free Literature 


LEKTRA LABORATORIES, inc 


154, “ELEVENTH AVENUE-NEW YORK 
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Relax 


the nervous, 


tense, 
emotionally unstable: 


Each tablet contains: 


Reserpine 0.1 mg. 
or 0.25 mg. 
or 1,0 mg. 

Supplied: 

Scored tablets 

0.1 and 0.25 mg. in bottles of 100 

and 500 
1.0 mg. in bottles of 100 
The Upjohn Company, Kal Michigan 


“4 Upjohn 
Ag 
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“3 
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0.25 mg. 
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: : @ In nausea and vomiting 
- As pre-anesthetic (no injection) 
CHLORAL 
eT trol Isi 
“for 


RAPID, SAFE SEDATION WITHOUT HANGOVER 


, Now chloral hydrate can be given in measured 
ADMIN ISTRATION rectal dosage without gastric irritation, and in 
cases is difficult or 
impossible. Aquachloral Supprettes do not re- 
5 Gr. rtm tblue); quire double oral dose as ordinary suppositories, 
15 Gr. (yellow). In Jars of 12. because of Webster's exclusive “Neocera” base, 
WHAT 0S “NBOCERA” BASE? which permits rapid and complete absorption of 
Contains no oils or fatty materials. Con- the drug. 


waxes” wi active ispersal agen 

Breaks down f fluid: ly, ff 


TO THE SUPPOSITORY CHLORAL HYDRATE FOR 

Aspirin (rectal administration) 

Aspirin w/secobarbital sodium 

Gentian Violet (moniliasis) THE WILLIAM A. WEBSTER CO. 
Gentian ‘E. V.’ (pinworms) Memphis 3, Tennessee 


PROFESSIONAL SAMPLES AND LITERATURE AVAILABLE ON REQUEST 


JOSIAH MACY, JR. FOUNDATION 


Announces two new books 
GROUP PROCESSES, Transactions of the First Conference. 


Edited by Bertram Schaffner, University Seminar on Communications Columbia 
University. 

This exciting nearly verbatim report will be of value to all those interested in the 
basis and patterns of animal and human behavior. Outstanding representatives from such 
varied fields as zoology, anthropology, psychology, ethology, physiology and psychiatry 
all contribute from their wealth of experience. $5.50 


PROBLEMS OF CONSCIOUSNESS, Transactions of the Fifth Conference. 
Edited by Harold A. Abramson, Assistant Professor of Physiology, Columbia 
University College of Physicians and Surgeons. 


Leaders from many disciplines discuss emotion, anxiety, asthetics, and the role of 
the cerebral cortex in consciousness in an informal and challenging manner in this verbatim 
presentation. 


This, the final volume, has @ cumulative index for all the transactions in the ot 
3.50 


JOSIAH MACY, JR. FOUNDATION PUBLICATIONS 
SALES OFFICE: P. O. BOX 575, PACKANACK LAKE, NEW JERSEY 
Please make checks payable to Josiah Macy, Jr. Foundation 
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PRINTING + LITHOGRAPHING + GRAVURE + BOOKS « FOLDING BOXES - LABELS 


Controlled 
Quality 


for Printing 


Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America~-The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. 

Lighting and atmospheric conditions are standardized for uniform and efficient 
senate. Raw annotate. reproduction methods and finishing processes are under 
laboratory control, Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 


Satisfying and helping the customer are our principal concerns. May we have 
an opportunity to discuss your printing needs? 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 
BALTIMORE 13, MARYLAND 
CHICAGO: Suite 1928, 333 N. Michigan Ave. 
LOS ANGELES: 1231 S. Main Se. 


NEW YORK: 477 Madison Ave. 
LOUISVILLE; Starks Bildg., 4th & Walnut Se. 
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Alfred D. Mueller, 


Face. THE CARROL TURNER SANATORIUM Ph, Ms. Pro 


Neuropsychiatry Clinical Psychology 
Frank A. Latham, MEMPHIS, TENNESSEE, Route 10, Box 288 Miss Margaret Hyde, 


B.S., M.D For the Diagnosis and Treatment of Menta! and Nervous Disorders 


BA 
Neuropsychiatry Psychological Examiner 


Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 
(the Bristol Highway). 75 acres of wooded land and rolling fields. Equipment new and modern, 
including the latest equipment for electro-shock, physical and hydrotherapy. Special emphasis is 
laid upon occupational and recreational therapy under the supervision of a trained therapist. An 
adequate nursing personnel gives individual attention to each patient 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE Americas, Room 310 
New Yorx 20, New 


Enclosed herewith is $ for one year’s subscription to the AMERICAN 


JOURNAL OF PSYCHIATRY beginning with Volume 


NAME .... 


ADDRESS 


SIGHATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. (New Volume began 
July 1955 issue.) 


; 
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HALL-BROOKE 
An Addive Treatment Hospital 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 


Each patient is under constant, daily psychiatric and medical 
supervision. 


Located one hour from New York on 120 acres of Connecticut 
countryside. 


HALL-BROOKE 


Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 
George S. Hughes, M.D. 
Leo H. Berman, M.D. 
Alfred Berl, M.D. Mrs. Heide F. Bernard and 
Louis J. Micheels, M.D. Samuel Bernard, Administrators 


New York Office: 46 E. 73rd St., New York, N. Y., LEhigh 5-5155 


Robert Isenman, M.D. 
Blanche Glass, M.A. 


~~ WESTBROOK SANATORIUM 


wychiatric em- Sta; PAUL V ANDERSON, MD. 
pee « 1 ff 
ploying modern diagnowic and treat REX BEANKINGIIP MD. 
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THOMAS F COATIS. MD 
recreational the rapy nervous and Avam 
JAMES K HAIL MD 
mental disorders and problems of Avanvae 


addiction. 
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PO Box 1M RICHMOND, VIRGINIA Phone +5245 


Brochure of Views of onv 12%-Aere Estate 
Sent ou Request 


4 
q 
23 
ah 
4 
2¥ 


MILWAUKEE SANITARIUM FOUNDATION, INC. 


Wauwatosa, Wisconsin 
Washington. 1-3. Maintaining the highest standards 
he —So since 1884, the Milwaukee Sanitarium 
pone A. Foundation continues to stand for all 


Arnott, W. Oscoop, M.D. 


A. that is best in the contemporary care 


Lewis Danziczr, M. D. is 
yg 2-1 and treatment of nervous disorders 


mes A. Arston. M. D. iculg 
ae tee Photographs and particulars sent on 
request. 


Warvoo W. Buss, Executive Director 


COLONIAL HALL— 
One of the 14 Units im “Cottage Plan” 


HIGH POINT 
HOSPITAL 


PORT CHESTER, NEW YORK 
WEstmore 9-4420 


Emphasis is on analytically oriented psychotherapy, each patient receiving three 
to five therapeutic hours per week; ratio of one active psychotherapist for every five 
patients. Physiologic forms of treatment are available; therapy administered by at- 
tending psychoanalysts, and residents in advanced training under the immediate super- 
vision of the director; staff of medical and surgical consultants (for psychosomatic 
studies) near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


WILLIAM V. SILVERBERG, M.D., F.A.P.A. STEPHEN P. JEWETT, M.D. 
Chief Censultant in Psychotherapy Chief Consultant in Clinical Pseychiatry 


Rutu Fox, M.D., Associate Consultant L. Crovis Hianine, M.D., Associate Consultant 
Attending Psychiatrists: Sreruen W. Kempster, M.D.; Mervyn Scnacut, M.D. 


Associate Paychiatrists: Laonwanp C. Franc, M.D.; Syivia L. Gennis, Leonanp Goin, 
F.A.P.A.; Dante. L. M.D., F.A.P.A.; Stmon H. Nacier, M.D. 

Psychologists: Learnice Styrt Scuacut, M.A.; Mitorep SHexrwoop Lerner, M.A 

Consulting Stag: Neurology, Kenwern M. Ganc, Gynecology, H. Giss, M.D, FACS. 


T. Massucco, M.D. F. Internal Medicine, Natuanier J. M1. 
F.AC.P.; Annotn J. Ropman, M.D. F.C.C.P.; Dentistry, Invinc J. Gratwice, D.DS. 
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@ Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 
Therapy @ Supervised Sports @ Religious Services 


Your patients spend many hours daily in healthful out- 


| door recreation, reviving normal interests and stimu- 
1 | lating better appetites and stronger bodies... all on 
| | Florida’s Sunny West Coast. 


Rates Include All Services and Accommodations 


A M re) D E R N H re) S Pp " TA L F re) R Gretwre ont Rates Aveliotte to Doctors and Institutions 
Medical Director—Samuel G. Hibbs, M.D. 
EMOTIONAL READJUSTMENT H. Wellborn, Jr., M.D. 


TARPON SPRINGS © FLORIDA Jolin U. Keating, M.D. Samuel R. Warson, M.D. 


Zack Russ, Jr., M.D. Arturo G. Gonzalez, M.D. 
al LF OF EXICO Phone: Victor 2-1811 


HIGHLAND HOSPITAL, INC. 
Founded in 1904 Asheville, North Carolina 


Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment pro- 
cedures—insulin, electroshock, psychotherapy, occupational! and recreational therapy— 
for nervous and mental! disorders. 


The — is located in a seventy-five acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording exceptional opportunity 
for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for 
selected cases desiring non-resident care. 
R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 


Diplomate in Psychiatry Diplomate in Neurology and Psychiatry 
Medical Director Associate Medical Director 
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SANITARIUMS and PRIVATE HOSPITALS 


1 KEENE ROAD, HARRISVILLE, NH. TELEPHONE 2 


A GERIATRIC SANITARIUM providing specially trained nursing 
Dr. Horace G. Ripcey care, management, and rehabilitation by qualified registered psychi- 
Consulting Psychiatrist atric nurses. We operate under the supervision of the New Hamp- 


i blic Ith. 
Anema Gan, BN. shire Department of Public Hea 


Director We extend a cordial invitation to visit. A phone call or correspond- 
ence will provide complete information. 


BALDPATE, INC. 
GEORGETOWN, MASS. 
FLEETWOOD 2-2131 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of psychoneuroses, personality disorders, psychoses, alco- 
holism and drug addiction. 

Psychotherapy is the basis of treatment; electric shock treatments, subcoma 
and deep coma insulin therapy when indicated. 

Occupation under a trained therapist, diversions and outdoor activities. 


M. Scuiomer, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


R. D. No. 2, Columbia Road 
Silver Spring, Md. 
JUniper 9-2197 
Nine miles from Washington, D. C. — In rural Maryland 

Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 

Resident and open staff, with privileges to qualified psychiatrists. 

Member of N. A. P. P.H. 


H. E. Andren, M. D. T. W. Steen, Ph. D. 
Medical Director Clinical Psychologist 


CHESTNUT LODGE 


MEDICAL DIRECTOR CLINICAL DIRECTOR 
Dexter M. M.D. Marvin L. M.D. 


CONSULTANT IN PSYCHOTHERAPY OF PSYCHOTHERAPY 
Friepa FromM-RetcuMann, M.D. Orto A. Jr. M.D. 


CLINICAL ADMINISTRATORS 
Ciarence G. Scuutz, M.D Roserr W. Gipson, M.D. A. Baker, M.D. 


ASSOCIATES 
Cray F. Banrairr, M. D. . EB. Haroip F. Seanies, M.D 
Donato L. Burnnam, M.D. Rocer L. SHapmo, M. D. 
Joseru W. Coxe, M.D G. Henpwicn, Josern H. M.D 
Ceci. C. CuLtanper, M.D. Cesan Meza, M.D Naomi K. Wenner, M.D. 
Norman C. Rintz, M.D. INTERNISTS 


CLINICAL PHYCHOLOGIST Witttiam W. M.D 
Marcarer J. Riocn, Pu. D. Continue Cooper, M.D. 


ROCKVILLE MARYLAND 
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P. O. Box 837 Phone: 5-618! 
CLEARVIEW HOSPITAL 
Kratzville Road 
EVANSVILLE, INDIANA 
A private psychiatric hospital located in the hub of the Tri-State Area (Southern Indiana, 
Kentucky and Illinois), Offering in diagnostic work and treatment procedures—insulin, electro 
stimulation, electro-convulsive, psychotherapy, occupational and recreational therapy. 
Out-patient facilities also available for those desiring non-resident care. 
Albert J. Crevello, M.D. Mary F. Hamilton, M. D. 
Diplomate-Medical Director Associate 


FAIR OAKS 


INCURKPOKATED 


Summit, New Jersey 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY. 

20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar Rozert, M. D., Tuomas P. Prout. Jr, 
Medical Director Administrator 


HARWORTH HOSPITAL 


525 E. Grand Blvd., Detroit 7, Mich. Phone WA 3-4300 


A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL, ALCOHOLIC DISORDERS and DRUG HABITUATION. 


CHARLES G. KILLINS, M. D.— WERNER SCHMIDT, M. D.—Chief of Staff 
Medical Director NATHAN KALICHMAN, M.D. 

MARGARET BIAMA, M. D. FRED SWARTZ, M.D. 

JACK PEARLMAN, M.D. ELLIOT LUBY, M.D. 


The HAVEN SANITARIUM, INC. 


ROCHESTER, MICHIGAN 
M. O. WOLFE, M.D. A psychoanalytically-oriented hospital 


Director of Psychotherapy 
JOHN D. WHITEHOUSE, M.D. for the diagnosis and treatment of 


Clinical Director mental and emotional illness. 


GRAHAM SHINNICK 
Manager Member of American and Michigan 


Telephone: OLive 1-9441 Hospital Associations. 
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THE SOUTHARD SCHOOL THE MENNINGER CHILDREN’S CLINIC 


Intensive individual psychotherapy in a | Outpatient psychiatric and neurologic eval- 
residential school, for children of elemen- | uation and consultation for infants and 
tary school age with emotional and be- | children to eighteen years. 

havior problems. 


Department of Child Psychiatry 
THE MENNINGER FOUNDATION 


J. Correr Hirscuserc, M. D., Director Topeka, Kansas; Telephone 3-6494 


MONTEREY SANITARIUM 
Since 1941 


Nine Miles East of Los Angeles — In the Beautiful San Gabriel Foothills 


A modern, fireproofed mental sanitarium of 145 beds, all on one level. Ideal for elderly, 
senile. Electric shock, occupational, and other recognized therapies available as required. 

Pleasant, large enclosed patios and well-designed buildings achieve homelike atmosphere. 
Separate units for disturbed, less disturbed, and recovery type cases. 


CHARLES T. BATTEN, M.D., Medical Director 


1267 N. San Gabriel Boulevard South San Gabriel, California 
Telephone ATlantic 0-3220 


1950 =PINEWOQD 40775 


Katonah, New York 
(Westchester County) 


This 65-bed hospital has been known to the profession for many years. It has pioneered in 
all forms of therapy from their inception. Insulin, Electro-cerebral Stimulation and all its 
modifications, and the newest pharmacological therapies are used clinically and for research 
purposes. Our staff is psychoanalytically oriented, and our patients receive individual and also 
group psychotherapy. 
Joseph Epstein, M.D., F. A. P.A. 
Louis Wender, M.D., F. A. P. A. 


} Physicians-in-Charge 


Founded RIVER CREST SANITARIUM 1896 
New York City 
Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 
geriatric patients. All recognized therapies available according to the needs of the individual 
patient. 
Courtesy privileges to qualified physicians. American Hospital Association Member. 
Approved for residency training in psychiatry. 


Layman R. Harrison, M.D. Martin Dollin, M.D. Sandor Lorand, M.D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 
Astoria 5, New York AStoria 8-0820 
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SAINT JoserpH SANITARIUM 


2420 Asbury Street Dubuque, lowa 
or phone 3-8291 for information. 


(Supervision of Religious Sisters of Mercy) 
(Detroit Province) 
ACUTE MENTAL AND NERVOUS CASES 
also 
CONVALESCENT AND REST PATIENTS 
SHOCK THERAPY, HYDROTHERAPY, PHYSIOTHERAPY, 
OCCUPATIONAL THERAPY, COMPETENT STAFF 


Phone: WINDSOR HOSPITAL, Inc. Established 
CHestnui 7-7346 Chagrin Falls, Ohio 1898 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


Joun H. Nicnors, M.D. G. Pautine R.N. Hersert A. Jr. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


Founded 1879 


RING SANATORIUM 


Eight Miles from Boston 


For the study, care, and treatment of 
emotional, mental, personality, and habit 
disorders. 


On a foundation of dynamic psycho- 
therapy all other recognized therapies are 
used as indicated. 


Cottage accommodations meet varied 
individual needs. Limited facilities for 
the continued care of progressive disor- 
ders requiring medical, psychiatric, or 
neurological supervision. 


Full resident and associate staff. Cour- 
tesy privileges to qualified physicians. 


Benjamin Simon, 
Director 


Cuarces E. Wuire, M.D. 
Assistant Director 


Arlington Heights, 
Massachusetts 
Mission 8-0081 


ATTENTION 


Extension of the reduced subscription rate 
of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY- 
CHIATRY has been authorized to include 
medical students; junior and senior internes; 
first, second, and third year residents in 
training; and graduate students in psychol- 
ogy, psychiatric nursing, and psychiatric so- 
cial work. 


In placing your order, please indicate 
issue with which subscription is to start. 
Send subscriptions to: 
THE AMERICAN JOURNAL OF 
PSYCHIATRY 
1270 Avenue or THE Americas 
New 20, New 
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THE WLTIMATE GOAL IS 
ADJUSTMENT OF 
THE “WHOLE CHILD” 


The psychologic value of all aspects of 
treatment, training and education is care- 
fully considered for each child at The 
Woods Schools. The ultimate goal is adjust- 
ment of the “whole child,” physical, intel- 
lectual and social. Each child is taught to 
handle practical situations, acquire good 
work habits, accept responsibility, meet 
social situations, enjoy social experiences, 
and to function at the maximum of his or 
her ability as an individual and as a mem- 
ber of the group. 


MEDICAL STAFF 
Leslie R. Angus, M.D., Director of Psychiatric Services 
and the Child Research Clinic 
William L. Noe, Jr., M. D., Director of Medical Services 


THE Woops SCHOOLS 


A non-profit organization, founded im 1913 
LANGHORNE, PENNSYLVANIA 
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Bugene B, Spitz, M.D., Neuro-Surgery Consultant ae 

Myrtle E. Wampler, M. A. = 

Fritz Stirner, M. A. 

Kathryn Burchard, M. A. eee 

Paul M. Forest, M. A. Be. 

Frank P. Bakes, Ph.D. Attending Consultant in Speech ie 

Ruth M. Strang, Ph. D., Attending Consultant in Reading eae 
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D is for 


Devereux Schools whose pioneering work in the treat- 
ment of childhood emotional dis- 
orders end impaired inteilectual 
functioning has given a new and 
significant sense of direction to 
Special Education. 

The classroom, at a Devereux 
School, becomes a vital and integral 
part of the over-all treatment. So 
does the Art Studio, the Drama 
Center, and every other scene of 
activity and youthful enterprise. 
For all a youngster’s experience is 
dynamically structured and oriented 
to supplement traditional therapies ; 
and directed, under psychiatric 
guidance, to specified therapeutic 
foals. 

In consequence, literally thou- 
sands of Devereux alumni are lead- 
ing rich, constructive adult lives. 
This is the ultimate criterion of 
Devereux’ success. 

It is also an open invitation to 
you to visit one or more of the 
Schools—or to ask for additional 
information. Address 


JOHN M. BARCLAY 


UNDER THE DEVEREUX FOUNDATION 
Helena T. Devereux, Director 


Santa Barbara, California Devon, Penneyitvania 


ES, 
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Director of Development 
Devereux Schools 
Devon, Pennsylvania 
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